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circle of old friends . worth keeping! 


Dentists, more interested to-day than ten minutes. Instruments removed 
ever before in prolonging the useful. from the disinfectant are ready for 
ness of their instruments, are turning immediate use without rinsing or dry- 
in ever-increasing numbers to Metaphen ing, since Metaphen Disinfecting Solu- 


Disinfecting Solution where the cold tion is non-irritating to the skin and 


disinfection of instruments is practi oral tissues, and does not leave a 


cable. For Metaphen Disinfeeting Solu- gummy deposit to interfere with the 
tion does not injure temper or finish, free action of hinged or jointed instru- 
not pit or dull cutting edges, and thus ments. @ In addition, when instruments 
the end ein of are cleaned before immersion, the solu- 
: tion remains clear and stable, and may 
resharpening. @ This widely used agent 
be used over an extended period with- 
requires of attention and 
out marked decrease in’ efficiency. 
may be rehed upon in the absence of e Why not order a supply to-day? 
much blood and exudate to hall com ABBOTT LABORATORIES 
mon vegetative pathogenic bacteria (Australia) Pty. Limited 


except tubercle bacilli about Box 3695 GPO Sydnes 


Metaphen Disinfecting Solution 
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ACRYLIC TEETH 


WOhere acryviic Teeth are PREFERRED 


more and more dentists are thinking in terms of Natucryl.. 

This is because their quality goes hand in hand with service. 
* The unique method of fabrication closely simulates the 
structure of natural teeth.* Because they are more widely stocked 


it pays to specify Natucryl for prompt and efficient service. 


Available at Regular Dental Supply Houses 


SOLE WHOLESALE DISTRIBUTORS: 


THE AMALGAMATED DENTAL CO. LTD. 


MELBOURNE SYDNEY 
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NATURAL TOOTH TONES 


Pre-blended to give you simpler, 
more effective shade-matching 


“Svntrex” (De Trey’s Synthetic Porcelain) 
will in future be supplied in Natural Tooth 
Tones as follows: 


A? Light Yellowish B? Light Greyish 


™ Grey - Yellow 


Medium 
Greyish Yellow 


A Medium 


Yellowish Grey 


Dark Yellowish Dark Greyish 
A3 Grey B3 Yellow 


These six new pre-blended shades all have a 
certain red content which gives them warmth 
and vitality. They also permit the reproduction 


of the majority of yellow tones and approxima 
grey gradations. In many cases, direct matching 
iS Secured with a single powder. Refinements 
for intermediate shades may be achieved by 
combination of two basic shade powders. This 
will provide 1S further shade variations. 


BLENDERS (for extreme cases) 

So well have the new *Syntrex” Natural 
Tooth Tones been formulated that only a very 
few extreme cases outside their scope are likely 
to be encountered. For these extreme cases 
three BLENDERS are available, Dark Grey, 
Brown, Greenish Tint. 


THE ‘SYNTREX’ NATURAL TOOTH TONES 
ASSORTMENT IN PLASTIC CABINET 


A sound investment for greater [~ 
convenience and efficiency in | 


your filling work 


CONTENTS: 

6 full portion ** Syntrex *’ Natural Tooth Tones 
Powders. 

3 half portion “Syntrex”’ Blender Powders. 

2 full portion Syntrex” Liquids. 

1 bottle De Trey’s Cavity Lining. 

1 Natural Tooth Tones Shade 
Guide. 

ATTRACTIVELY PRICED — SEE YOUR [ 

DEALER. 


THE AMALGAMATED DENTAL CO. LTD. (INC. LONDON, ENGLAND) 
124, Exhibition Street, MELBOURNE. And at 160, Castlereagh Street, SYDNEY. 
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S. S. WHITE 
TRUE DENTALLOY 


45 YEARS OF CLINICAL APPLICATION THROUGH- 
OUT THE WORLD AND MILLIONS OF SAVED 
TEETH RECOMMENDIT.... 


* 1895-96 Dr. G. V. Black read his epochal paper ‘* Physical Characters , 

of the Human Teeth in Relation to their Diseases and to Practical 
Dental Operations, together with the Physical Characters of Filling 
Materials."’ He was the first to put dental amalgam alloy to ** balance "’ 
the metals of amalgam alloy by counteracting the manufacture and mani- 
pulation on a scientific plane. He showed the expansion of one against 
the contraction of another ; how to control flow ; how to “ fix °’ the 
properties of an alloy by ageing or annealing so they would remain un- 
changed for a long time ; how to mix and manipulate alloy to produce 
uniform results 


When Dr. Black offered to teach his methods of making alloy, an S.S. 
White man was the first to enrol and graduate from his course. The 
result of this training was the birth of True Dentalloy in 1900. lt was 
the first ‘* balanced "’ alloy, the first alloy made under scientific control. 
It became popular immediately wherever dentistry was practised. 


Every investigation made upon dental amalgam by the Federal Bureau 
of Standards has proved the merit of True Dentalloy. It complied with 
Federal Specification No. 356, issued in 

1925, which was confirmed by the joint 

investigation on alloys by the Bureau of 

Standards and A.D.A. Research Associates 

in 1928. It complied with A.D.A. tentative 

Specification No. |, 1929, and Federal Speci- 

fication UA 451. It was found satisfactory 

in the third survey on alloys by the Bureau 

of Standards and A.D.A. in 1933, and com- 

plies with the present A.D.A. Specification 

No. | for Dental Amalgam alloys, revised 

January, 1934 


Our suggestion, True Dentalloy for 
Fillings that Endure, is therefore more 
than a mere advertising slogan. 


If you have not used True Dentalloy, 
make this your opportunity to do so. 


THE S. S. WHITE CO. OF sswenrs AUSTRALIA PTY. LTD. 
T. & G. MUTUAL LIFE BUILDING, Cr. PARK AN AN DISTRIBUTORS OF 8S. 8S. WHITE 
AND ELIZABETH STREETS, SYDNEY, N.S.W. TRADE - MARKED PRODUCTS 
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The S. S. White Company of Australia Pty. 
T. & G. Mutual Life Building 
cnr. Park & Elizabeth Streets 
SYDNEY, N.S.W. 
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PRESTIGE 


It was in the year 1846. . . over one 
hundred years ago... Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 


the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


PLAVELLES 


DENTAL 
SYONEY, MELBOURNE 
and NEWCASTLE 
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MILNE BROWNE & CO. LTD. 


PRESENT 


THE NEW PREMODENT DENTAL CABINET 


A FULL RANGE OF DENTAL EQUIPMENT, UNITS, 
CHAIRS, ETC. 


IMMEDIATE DELIVERY 


Sydney: 114-120 Castlereagh Street Brisbane: 235 Edward Street 
*Phone : M 4891, five lines ’Phone : B 6617 and B 876! 
Telegrams: MILNEBROWN 
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the last link in sterilization 


The Jendent hot oil sterilizer 
for handpieces 


lhe illustration shows the sterilizer with the lid raised and the tray in 


the draining position 


[he sternlizer is electrically operated and the temperature of the oil is 
thermostatically controlled at 125 C, thus evaporating all saliva or moisture 
and minimizing the incidence of rust, which is the main cause of handpiece 


failure. 


Ihe handpiece is thoroughly lubricated and _ sterilized. 
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The Jendent model trimmer 


A robust unit of aluminium and gunmetal with } h.p. motor and a water- 
sprayed grinding wheel. [rims models in stone and plaster, either green 
or dry, quickly and neatly, eliminating plaster crumbs. 


Ihe 10” grinder wheel is reinforced by a spun aluminium plate. The 


stone may be reversed when one side is worn. 


Ihe perforated work rest has angle lines radiating from the wheel for 
orthodontia. A tilted work rest is also provided for undercuts and overcuts. 


(167 ELIZABETH STREE 
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The Denpro 


Dental Chair 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


@ The Queensland University 
fae Dental College, Brisbane, 
ae recently installed 50 Denpro 
Chairs in their new sur- 
geries. 


. 2 Immediate Delivery from appointed agents in all states 


Manufactured by 


. DENTAL PRODUCTS PTY. LTD. 
a GEBBIE STREET. MAYNE 

BRISBANE 

QUEENSLAND AUSTRALIA 
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Yes, your patients do think! And on their thinking, to 
a large extent, depends the goodwill of individual practice. 
That is why more and mere dentists are recommending 
Fasteeth to aid patients in denture retention. Fasteeth 
is not made to “stick” the plate in the mouth, but to help 
maintain the peripheral seal which is a fundamental 
necessity in this respect. A carefully blended combination 
of gums ensures this function, making it cohesive rather 
than adhesive. Yes, indeed, you can recommend Fasteeth 
to your patients with confidence. 


OISTRIBUTED BY 


CLINTON - WILLIAMS 


PTY. LTD. 


ROTHSCHILD ROSEBERY, N.S. W. 


NOTE: The Fasteeth pack now has a special finger-tight lid 


that contact the gums and the roof of the mouth. Professional 
available on request. 


When 


this is removed, a perforated top is revealed that enables a quick, even, 
economical! distribution of FASTEETH Powder over all parts of dentures 


samples 
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INCOME PROTECTION 


All Sickness and Accident Cover 


AUSTRALIAN 
PROVINCIAL 
ASSURANCE 

S3 MARTIN PLACE 
SYDNEY 


INSURE YOUR HEALTH AS WELL AS YOUR LIFE ~ 


} 


£10 or £12 per week for disablement by any sickness or accident. 


Special protection for forefingers and thumbs. 


Life and Endowment Policies also issued incorporating all sickness and accident 
cover. 


For full list of many benefits write or phone 


The Australian Provincial Assurance Association Ltd. 


Incorporated in New South Wales 


S3 MARTIN PLACE, SYDNEY 
BW 420! (5S lines) 
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al n is the last straw that breaks the patient's fortitude. 


The more promptly he can be relieved of pain the 


greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered. Veganin fills a well- 


defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R. WARNER & CO. PTY. LTD., 
508-528 RILEY STREET, SYDNEY, N.S.W. 
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It’s what you have done 
PLUS what your patient does 


that adds up to sound oral hygiene 


Your patients depend on you for sound. 


healthy teeth, and the best of them see you at 


regular intervals for a routine check-up. 


Ce ae But as you know. care of the teeth in its fullest 
INGRAM sense is an everyday matter too! 


ammonium ton That's why so many dentists recommend 


Bristol-Myers dentifrices. 
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G. & G. Quick-Setting Alloy 


Thirty years of application throughout Australia and millions of fillings to 
recommend it 


COMPLIES WITH AUSTRALIAN DENTAL STANDARD No. T.2 
OBTAINABLE AT YOUR DENTAL DEPOT 
GLOVER & GOODE PTY. LTD. 


DENTAL MANUFACTURERS AND METALLURGISTS 
MELBOURNE, 


NOW 
AVAILABLE 
IN 


NATURAL 
BRISTLES 


NADA 


THE DENTISTS'-DESIGN TOOTHBRUSH 
AT CHEMISTS EVERYWHERE 


The Dental Journal of Australia” 


pie 
He 


The Dental Journal of Australia. January-February, 1952 


For the relief of pre- 
and post-operative pain 


ANGESIL (D.H.A.) 
Tablets of aspirin, phenacetin and codeine. 


For the prevention of infective 
flare up following extrac- 
tion. 


PROCILLIN®* (procaine-penicillin G) D.H.A. 
300,000 units. 

PROCILLIN FORT.* (D.H.A.) (oily) 300,000 
units with 300,000 units sodium penicillin G. 

PROCILLIN DRY. (D.H.A.). 300,000 units 
(with distilled water). 


PROCILLIN DRY FORTIFIED (D.H.A.). 
300,000 units with 300,000 units sodium 
penicillin G (with distilled water). 

All the above preparations are packed in 

Transjectors.+ 


As a prophylactic where 
excessive haemorrhage fol- 
lowing extraction is feared. 


ACETOMENAPHTHONE (D.H.A.) 
(Vitamin K.) in tablets of 5 and 10 mg. 


* Registered trade mark. 

t Registered trade mark covering container made under Pat. App. 
No. 131972, 36747 50. The container is sold on the condition that 
it be not refilled. 


Distributed by the companies comprising 


DRUG HOUSES OF AUSTRALIA LTD. 


namely : 


A. M. Bickford & Sons Ltd. Adelaide. 
Elliotts & Australian Drug Pty. Led. Sydney & Newcastle. 
L. Fairthorne & Son Pty. Ltd. Launceston & Hobart. 
Felton, Grimwade & Bickford Pty. Ltd. Perth & Kalgoorlie. 
Felton, Grimwade & Duerdins Pty. Ltd. Melbourne. 
Taylors Elliotts Pry. Ltd. Brisbane, Townsville & Rockhampton. 
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Functional Anatomy of the Temporomandibular Articulation* 


Harry 


The temporomandibular or mandibular arti- 
culation, the articulation between mandible 
and cranium, is, in many ways, a_ highly 
specialized joint and is distinguished from 
most other articulations by the fact that the 
articulating surfaces of the bones are not 
covered by hyaline cartilage but by an avas- 
cular fibrous tissue which may contain a 
variable number of cartilage cells and, then, 
can be designated as fibrocartilage. It is 
further characterized by the fact that the two 
articulating complexes of bone carry the 
teeth, whose shape and position gain a decid- 
ing influence upon the movement of the joint. 
A restricting influence on the movements of 
the mandible is finally exerted by its. bi- 
lateral articulation with the cranium, so that 
the right and left temporomandibular articu- 
lations are necessarily coupled. 


The temporomandibular joint is a complex 
joint because an articular dise is interposed 
between temporal bone and mandible, divid- 
ing the articular space into an upper and 
lower compartment. In the upper compart- 
ment gliding movements occur, while the 
lower compartment functions as a true hinge 
joint. The temporomandibular joint can there- 
fore be classified as a hinge with 
able socket. 

The articular surface of the mandible is the 
upper and anterior surface of the mandibular 
head or capitulum that forms the 
cylindroid extremity of the condyloid process. 
The condyle is strongly convex in an antero- 
posterior direction and slightly convex medio- 
laterally. The latter convexity is often 
replaced by a more or less tent-like formation 
of the upper surface of the condyle which is 
divided into a medial and a lateral slope by a 
variably prominent sagittal crest. Other 


joint mov- 
J 


senii- 


A.D.A 


AY7 he rs 


M.D. 


variations in the shape of the condyle are 
very frequent. Sometimes the facet of the 
capitulum is partly divided into a medial and 
a lateral part by a shallow, rough groove. 
Most of the irregularities of the bony surface, 
however, are obscured and smoothed by the 
thick covering of fibrous tissue. 

The articulating surface of the temporal 
bone is situated anteriorly to the tympanic 
bone on the squamous temporal and comprises 
the concave articular fossa and the convex 
articular eminence or tubercle. 

The fissure that separates the articular 
fossa from the tympanic bone is, incorrectly, 
described as the petrotympanic fissure or 
Glaserian fissure. In reality it is, its 
lateral part, a tympanosquamosal fissure 
while more medially a bony plate intervenes 
between squama and tympanic bone, protrud- 
ing between the two as the tip of the tongue 
protrudes between the lips, thus dividing the 
fissure into an anterior petrosquamosal and a 
posterior petrotympanic fissure. 

The posterior border of the articular fossa 
is elevated to a ridge, the posterio: articular 
lip. In most individuals the posterior articular 
lip is higher and thicker at its lateral end and 
thus is seen in profile as a cone-shaped pro- 
cess between the articular fossa and tympanic 
bone (Fig. 1). 

Therefore, 
backward and 
against the posterior 
against the tympanic 
posterior lip is limited to the lateral half of 
the articular fossa it must be clear that it 
prevents a direct influence of the condyle on 
the tympanic bone. Some authors seem to 


a displacement of the condyle 
upward is always directed 
articular lip and not 


bone. Even though the 


*Read at the 12th Australian Dental Congress, Sydney, 


August, 1950. 
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orget the elf-evident fact that a condyle 
an move only as a unit and only in unison 
with the other condyle 

Medially, the articular fossa narrows con 
siderably and is bounded by a bony lip which 
leans against the angular spine of the 
sphenoid bone Only the fracture of the 
nternal lip or its destruction could permit a 
medial displacement of the condyle The 
presence of the medial articular lip also pre- 
vents a lateral displacement of the condyle, 
ince this could occur only under simultaneous 
medial displacement of the other condyle. 

Anteriorly, the articular surface continues 
on to the articular eminence, strongly convex 
in an anteroposterior direction and somewhat 
coneave in mediolateral direction. The 
degree of its convexity is highly variable, the 
radius of the curvature varying from 5 to 15 
millimetres. 

The articular disc is an oval fibrous plate 
of great firmness. Its central part is always 
considerably thinner than its periphery; the 
posterior border is especially thick. The 
posterior part of the dise varies in thickness 
and its variations seem to be correlated to 
the degree of prominence of the articular 
eminence: the more prominent the articular 
tubercle, the thicker the posterior border of 
the dise. Posteriorly the dise continues into a 
thick layer of loose and vascularized connec- 
ive tissue which connects the disc with the 
posterior wall of the articular capsule (Fig. 2). 


The fibrous layers covering both mandibular 


vessels are also absent in the firm centra 


surfaces are avascular. Blood 


area of the articular disc. The lack of blood 


vessels is proof of the fact that there is con 
siderable pressure in this joint. Avascular 
connective tissue is well adapted to resist 


pressure, though it is not as highly specialises 


as cartilage. The differentiation of islands of 
cartilage in the fibrous layers and, more 
rarely, in the dise occurs as a rule only in 
higher age periods and can be regarded as a 
response of the tissue to pressure and 
friction 


Fig Microphotograph of section through the 


temporomandibular articulation of a young adult. Note 

the position of dise and condyle to the eminence. 

Rehind the firm disc a darker coloured mass of loose 
connective tissue extends to the posterior capsule. 


Also the direction of the fibre bundles in 
the fibrous covering of the articulating bones 
is characteristic and evidences the pressure- 
bearing adaptation of this joint. The fibres 
run at right angles to the bony surface in the 
deep layer, parallel to the surface in the 
superficial layer. In this arrangement, the 
fibres duplicate the directions of the fibrils in 
an articular cartilage. The deeper layers are 
adapted to pressure, the superficial layers to 
sliding under pressure. 

The synovial capsule of the temporoman- 
dibular joint is attached to the rim of the 
temporal articular surface. It fuses with the 
dise around its entire circumference, covering 
the loose connective tissue behind the dise, 
and continues, below the disc, to the man- 
dibular head. There, as is the rule for convex 
articular bodies, the synovial capsule inserts 
at some distance from the articulating sur- 
face itself and reflects upon, and covers, the 
neck of the mandible to the borderline of the 
articulating facet. The synovial capsule forms 
small folds and villi, especially in the region 
behind the firm part of the disc. 

The articulating surfaces of temporal bone 
and mandible and the surfaces of the dise 
are, of course, free of synovial membrane. It 
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must be emphasized that a synovial mem- 
brane is characterized by its rich supply of 
blood vessels, a prerequisite for the function 
of a synovial membrane, namely, to elaborate 
the lubricating and nutritional synovial fluid. 
The avascular tissues covering the articulat- 
ing bodies and the disc derive their nutritional 
elements almost entirely from the synovial 
fluid. The intact synoviai layer is therefore 
of vital importance for the articulation. 

The capsule of the mandibular 
joint follows closely the synovial capsule 
and is rather thin. Only laterally the fib- 
rous capsule is strengthened to a_ fairly 
distinct ligament, the  temporomandibular 
ligament. The capsule between the temporal 
bone and dise is loose to allow the extensive 
sliding movement in the upper compartment 
of the articulation. Between the dise and the 
mandibular condyle, however, the capsule is 
much tighter. Here, where only hinge move: 
ments occur, the capsule is especially tense 
between the disc and the two poles of the 
condyle. The dise appears therefore bound to 


fibrous 


the condyle by short fibres functioning as 
collateral ligaments. 
Two ligaments have been described as 


accessory ligaments of the temporomandibular 
articulation namely, the sphenomandibular and 
the stylomandibular ligament. Neither one 
has any functional relation to the mandibular 
articulation, still less a decisive influence upon 
the movement of the mandible. 

Four powerful muscles, the masseter, the 
temporal, the internal pterygoid and_ the 
external pterygoid, are designated as the 
muscles of mastication. Three of these, the 
masseter, temporal, and internal pterygoid, 
exert their power mainly in a vertical direc- 
tion, acting as closing muscles of the jaws. 
The fourth, the external pterygoid, is situated 
in a horizontal plane and acts as a protractor 
of the mandible. All of these muscles are 
supplied by branches of the third division of 
the trigeminal nerve. These muscles, in con- 
junction with the suprahyoid musculature, 
work in groups as do muscles in all parts of 
the body and not as individual units. 

The masseter muscle, the 
of the masticatory muscles, stretches as a 
rectangular plate from the zygomatic arch 
to the outer surface of the mandibular ramus. 
The muscle can be divided, though incom- 
pletely, into a superficial and a deep portion. 
The superficial portion arises from the lower 
border of the zygomatic bone with strong 
tendinous fibres. The fibres of the superficial 
portion have a general direction downward and 
backward to insert in the angular region of 
the mandible. The attachment occupies the 
lower one-third or one-fourth of the posterior 


most superficial 


border of lower 


anteriorly to 


the ramus, the border 

the level of the second molar, 
and the outer surface of the ramus in its lower 
half (Fig. 3). The field of insertion shows 
ridges to which the tendons, and grooves 
between the ridges to which the fleshy fibres 
insert. 


Fig. 3. 


The 
masseter and 


superficial and the deep portion of the 


the temporomandibular ligament. 


The superficial 
covered, on its 
tendinous layer 


plate of the masseter is 
outer surface, by a_ strong 

which extends the 
zygomatic bone over one-half of two-thirds 
of the muscle. The tendon ends with a 
downward convex border or in a zigzag line. 
If the overlying tissues are not too thick, the 
border of the tendon can be seen in the living 
because of the contrast of the flat tendon to 
the strongly bulging muscle fibres below the 
tendon. In the depth, the superficial portion 
is formed by alternate tendinous and fleshy 
bundles so that the intimate structure of the 
muscle is rather intricate. The effect of the 


alternation of muscle fibres and layers of 
tendon is to enlarge the number of muscle 


fibres and the functional cross section of the 
muscle. The of the 
muscle may be total of 
the cross sections of its muscle fibres; it 
determines the power of a muscle. Muscles 
composed of long parallel muscle fibres, 
arranged in the long axis of the muscle, will 
primarily act as fast movers. Muscles com- 
posed of fibres arranged at an angle to the 
long axis of the muscles will consist of rela- 
tively more and shorter fibres and will, there- 
fore, primarily be muscles of great power. 


functional cross section 
defined as the sum 
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fused to the inner surface of the temporal 
fascia, especially in its upper part. 

The bundles of the temporal muscle con- 
verge toward the opening between the zygo 
matic arch and the lateral surface of the skull, 
in the centre of which the apex of the coronoid 
process is situated. The anterior fibres which 
torm the bulk of the muscle are vertical; the 
tiores in the middle part of the muscle are 
nereasingly oblique. The most posterior 
fibres run almost horizontally forward but 
bend in front of the articular eminence down- 
ward and forward to reach the mandible 
(Fig. 4). As in the masseter muscle, the flesh 
of the temporal muscle is divided by deep 
tendinous plates. The muscle fibres are, there- 
fore, actually much shorter than most illus- 
trations indicate but are longer than those of 
the masseter muscle. 

The insertion of the muscle occupies the 
coronoid process and reaches down to. the 
ramus of the mandible. Deep fibres of the 
muscle send two tendons far down toward 
the posterior end of the alveolar process 
(Fig. 5). 

The temporal muscle, built for movement 
rather than for power, is mainly an elevator 
of the mandible. Its most posterior fibres have 
au retracting component because of their 
oblique direction downward and forward below 
the zygomatic process. 

The temporal fascia is set in a frame formed 
hy the temporal line and the upper border of 
the zygomatic arch. The temporal fascia 1s 
not directly comparable to a muscle sheath; it 


Fig The two tendinous slips of the temporal muscle 

ur rt ite r 3s is attached 

the anterior border of the coronoid process and man 

dit ir ramus: the inner or deep tendon is inserted to 
t mporal rest of th mandible 


ten The intimate structure of the masseter muscle 
Ce dace proves that it belongs to the second category 
ae ae The deep portion of the masseter can be 
eparated from the superficial portion only 
3 We in the posterior par f the muscle An- 
ss (ibe teriorly, the two layers fuse The fibres of 
a the deep portion arise from the entire length 
f the zygomatic arch, 
ee eminence, and run almost exact lownward 
ind thus are the 
— 
temperal muscle wa exposed by removal 7 
ymatic arch and maaseter. The horizontal fibres 
he temporal bend around the root of the 
nto an oblique forward directior 
superticial musele plate which are directed 
e &§ downward and backward The deep part of 
4 
Ihe action of the massetet is that of 
1 
especially tthe i ( ye. { 
: Be) the molar (curve of Spee) The fibres of the = ery . 
deep portion are directed downward and fon 
ix ward if the mandible is in protruded positions 
| The deep portior ha therefore a retracting 
component which is) important during the = 
closing movement, a combinatior f elevation : 
The fan-shaped) fempora cle has its 3 
rigin in a wide field on the lateral surface 
f the kull which is) surrounded by the 
Boe inferior temporal line On the greater wing 
of the sphe d bone the field) of origin 
ay reaches downward to, and includes, the 
infratemporal crest lr addition, many 
muscle fibres originate from an aponeurosis 
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is rather the suspensory bracing of the thin 
zygomatic arch against the downward pull of 
the masseter muscle. 

The internal pterygoid muscle, situated on 
the medial of the mandibular ramus, is 
anatomically and functionally a counterpart 
of the superficial portion of the masseter 
muscle. It is a rectangular, powerful muscle, 
though weaker than the masseter. Its main 
origin is in the pterygoid fossa. Anterior 
fibres arise from the outer surface of the 
outer plate of the pterygoid process. They 
extend their origin anteriorly to the inferior 
surface of the pyramidal process of the pala- 
tine bone and even to the adjacent parts of 
the maxillary tuberosity where they arise by 
strong tendons. 

The fibres of the internal pterygoid muscle 
run downward, backward, and outward and 
are inserted to the medial surface of the 
mandibular angle. The field of insertion is 
approximately triangular. 

The internal structure of the internal 
pterygoid muscle is complicated by the 
alternation of fleshy and tendinous parts, so 
that the muscle fibres themselves, arising from 
one tendon and ending on another, are 
arranged at an angle to the general direction 
of the muscle (Fig. 6). This arrangement, 


side 


tendinous 
pterygoid 


Note the alternation of fleshy and 
near the inferior end of the internal 
muscle. 


Fig. 
parts 


which gives to the muscle an appearance as 
if its fibres were braided, significantly 
increases the power of the muscle. 

The internal pterygoid muscle is a syner- 
gist of the masseter muscle, especially of its 
superficial part, and therefore an elevator of 


the mandible. The assumption that the oblique 
direction of its fibres, downward and outward, 
enables this shift the mandible to 
side in with the external 


muscle to 


one synergism 


muscle with its two heads 
opened The disc and its 
stained 


Fig. 7 External pterygoid 

The articulation has been 

connection — by darkly 
to the posterior capsule can be seen 


loose connective tissue 
pterygoid muscle ts erroneous. In the lateral 
shift of the mandible one condyle and dise 
glide forward, medially, and downward on the 
articular eminence. A muscle that exerts 
primarily an upward pull can never cause 1 
aid this movement. 

The 


arises 


external or lateral pterygoid museck 
with two heads. The larger inferior 
head originates from the outer surface of the 
lateral pterygoid plate, the smaller superior 
head from the infratemporal surface of the 
greater sphenoid wing. The fibres of the 
upper head run almost horizontally backward 
and outward in relation to the 
base. The fibres of the lower head 
upward and outward, the upper fibres running 
more horizontally, the lower fibres and 
more steeply ascending. The heads, 
separated anteriorly by a variably wide gap, 
fuse in front of the temporomandibular joint 
and can be separated only artificially (Fig. 7). 


cranial 
converge 


close 


more 
two 


The uppermost fibres, comprising as a rule 
only part of the upper head, are attached to 


the anterior surface of the articular 
and to the anterior border of the articular 
The majority of the fibres, that is, part 
of the superior and the entire inferior hea‘, 
are inserted to a roughened area on the 
anterior surface of the mandibular neck. It 
should be noted that only protracting muscle 


capsule 


dise. 
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fibres of the pterygoid are attached 
to the disc 
masseter and 
only to the 
The re 
goid muscle i 
Therefore 


externai 
the retracting fibre bundles of 
temporal muscles are attached 
mandible (Fig. &). 
ltant force of the external 
forward, inward, and 
the two external ptery- 


ptery 
directe d 


downward 


goids will mandible and the dises 
forward. Unilateral action of this muscle will 
shift the mandible to the other side by pulling 
and downward 


pull the 


one condyle ward, inward, 


The 


stylohyoid, the 


digastric, the 
and the 

kull 
Their 


hor 


‘ij ahy d muscle the 


hyoid, gel iohyoid, 
hyoid 
function Is 
with it 


between the and 
and 10) 


to elevate the hyoid 


are arranyed 
bone (Figs. 
either and 
the larynx, r to mandible. 


Whether one or the 
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other movement ts effected 
tion by ; eter, temporal, 

supra 
yoid and th: 
larynx the hi nfrahyoid 


and in ni | \ 1uUsCc the 
hyoids } 
muscle sterno 
thyroid, an muscles, are cor 
tracted mmobilized and 
suprahy extend to the 
mandible 
In a d 


temporomandibul: the 


ower 


mechanic 


msidered as 


tood on) 


movement have be 


movements which car under 


the “free” movements the mandible have 


been Free movements are those 


and 
ompare the distinction 


lower 


which occu thor ontact of 
upper teeth 


masticatory movements of 
between the move- 
general and those carried 


between free and 
the jaw to a distinction 
ments of the leg in 
out in walking. 


muscles Above the 
stylohyoid muscle. 


digastric 
digastric the 


ig. 9.—Mylohyoid and 
posterior belly of the 


Before the movements of the mandible can 
be discussed its typical positions have to be 
considered. It is suggested to differentiate 
three positions of the mandible, namely the 
rest position, the occlusal position, and the 


centric position. 


Myleohyoid and geniohyoid muscles dissected 


from the medial aspect 


The free movements of the jaw start from, 
and end in, the rest position of the mandible. 
In this position the lower and upper teeth 
are not in contact; the distance between upper 


| 
* 
Fig Deta f figure howing the relations of 
Sacre ternal pterygoid to the articulation 
asticators 
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and lower front teeth in the rest position 
varies as a rule from two to four millimetres. 
The rest position is constant in each individual 
due to the individually fixed and only slightly 
variable tonus of the masticatory muscles, 
which in their “relaxation” allow the mandible 
to drop slightly. The rest position is there- 
fore not dependent on the presence of the 
teeth or on their shape or position but on the 
musculature and on muscular balance only. 
The movements centric position 
to rest position seem to be pure or nearly 
pure hinge movements. It is necessary to 
visualize the transverse hinge axis as pass- 
ing approximately through the centres of 
the two condyles. The hinge axis is there- 
fore not identical and does not coincide with 
the oblique condylar axis. Slight forward 
and backward movements of the condyle 
visible in the roentgenograms do_ there- 
fore not necessarily contradict a_ hinge 
movement. Further studies are necessary 
to determine the reliability of roentgeno- 
logic examination of condylar movements. 
The question has often been asked as to 
the forces that keep the mandible in rest 
position. It is, as was mentioned previously, 


the tonus of the masticatory muscles which 
does not allow the mandible to drop further 
and fixes individually the rest position. If 


muscles rest they do not relax entirely. 
Instead, a certain percentage of the fibres of 
an individual muscle remain in the state of 
contraction. In spite of the incapability of 
striated muscle fibres to keep contracted for 
any length of time, the muscle as a whole 
maintains the slight tonic contraction or ten- 
sion, by groups of fibres relieving each other 
in short intervals. For each muscle and for 
each individual the tonus is fairly constant. 
It decreases during sleep and in chronic ill- 
ness but it is reduced to zero only in deep 
anaesthesia or unconsciousness. The tonus 
may on the other hand, increase temporarily 
after strong, but not exhausting, activity of 
muscles. The function of the masticatory 
muscles in determining the position of the 
mandible is not unique. The contact of articu- 
lating ‘bones under pressure in all joints of 
the body is maintained, at least in part, by 
the tonie contraction of the muscles around 
the joint. 
The rest position of the lower jaw varies 
slightly in different positions of the head 
and neck. If the head is bent forward, the 
space which is occupied by the cervical viscera 
is narrowed. The compressed soft tissues push 
the mandible slightly upward and forward. 
The reverse is true if the head is bent 
backward. Then the soft tissues stretching 
from the mandible to the clavicles and sternum 
are stretched, and especially the skin and the 


fascia pull the mandible slightly backward and 
downward. 

Therefore, it is not only necessary to put 
the head into the same position in space, but 
also into the same relation to chest and neck, 
if the rest position of the jaw is to be com- 
pared at different times. 

The position of the mandible in which the 
teeth are in contact is the occlusal positioa. 
Occlusal position under normal (or ideal) con- 
ditions coincides with the centric position of 
the mandible. Since, however, in a great num- 
ber of individuals even a slightly abnormal 
position or wear of one or several teeth forces 
the mandible into a displacement when teeth 
are brought into occlusion, the centric position 
should be recognized as a distinct state of the 
mandibular relations to the cranium. It may 
be defined as that position of the lower jaw 
in which teeth, temporomandibular articu- 
lation, and musculature are in perfect balance. 
Whether in a given individual occlusal position 
is identical to centric position can be diagnosed 
by observing direction and extent of the path 
of closure from rest to occlusal position. 
Closure should be accomplished by a_ hinge 
movement and should not extend over much 
more than four millimetres. 

In centric position the head of the mandible 
is opposed to the posterior slope of the articu- 
lar tubercle and is not situated in the deepest 
part of the articular fossa. This seemingly 
labile equilibrium is maintained mainly by the 
interlocking cusps of the occluding teeth which 
prevent further movement of the mandible 
upward and backward despite the contraction 
of the masticatory muscles. The articular disc 
aids in stabilizing the position of the con- 
dyle, filling the space between the mandibular 
head and articular fossa. The varying thick- 
ness of the posterior part of the dise in 
individuals with a high or low articula) 
tubercle explains why in centric position the 
head of the mandible is in a fairly similar 
relation to the height of the articular tubercle, 
regardless of the depth of the articular fossa; 
the deeper the fossa and the higher the 
tubercle, the thicker the posterior part of the 
disc. However, the dise is only a relative or 
accessory support for the mandible in occlusal 
position because the dise itself is movable 
against the temporal bone, and can act as 
additional support only if the upward and 
backward movements of the mandible and dise 
are checked by normal occlusion or normal 
muscular action. That the teeth participate 
in determining the position of the mandibular 
head should not be interpreted as meaning 
that there is not pressure in the joint itself. 

The difficulties in understanding the 
mechanics of the temporomandibular articu- 
lation are caused mainly by the fact that the 


| 
| 


mandible are not so much 

directed by the shape of the articulating bones 
and by the articular ligaments as in other 
nts, but to a far higher degree by the play 

f the muscle That in spite of the great 
freedom of the mandibular articulation, th 
movement (for instance, masticatory o1 oper 

nig movements) are characteristic for, and 
constant ! each individual, is due to the 

automatic patterr f such movement 


ance va is CNaracteristie at 


If we prepare a specimen of the tempo! 

ilar nts by removing all soft tissue 

with the exception of the articular capsule, 
we tind a irprising freedom and range of the 
mandibular movements which at first seem to 
contradict the orderly movements of the living 
(areful investigation, however, shows that the 


freedom f movement in the living is exactly 
the same a that in the anatomic specimetr 


Only the range of movement in the living 
mewhat restricted by the compression o 
tretching of soft tissues Most individual 
an learn to perform all possible movements, 
en those that are not normally executed. 
Basically, two movements of the mandible 
an be distinguished: (1) the rotatory move- 
ent, a hinge movement of the mandible 


around a hoerizontal frontal axis, passing 
approximately through the centres of the 
condyle (2) the translatory movement, a 


lidingg of the dise and mandibular head along 
the temporal bone; the latter movement ma 
“ symmetrical or asymmetrical. The rotating 
movement f course occurs between the disc 


and condyle in the lower, the translatory move 


ment between temporal bone and dise in th 
ipper compartment of the temporomandibular 
irticulatior 

That mandible and dise slide forward to 


gether is commonly explained by the fact that 


the external ptervgoid muscle attached to 
the mandible the It ha t be 
pointed out, however, that the disc passivel 
f “ instrained movement f the jaw 
ri tis tightly fixed to the poles of the cor 
ivle If muscular action would be necessary 
to protract the dise, the lack of a retraetor of 
the dise could not be explained. It is further 
more } wh that als n the cadaver the dis¢ 
follows the movement f the mandible though 
here nly passive movements are possible 
(Fig. 11) 

The capsular ittachment f the external 
pterygoid muscl ‘ ‘ therefore more the 
} cing tixatror f the dise than its mov 
ment If the “uw are fore lv closed whil 
a piece of f ad ntervenes between the teeth, 
the p ier f the condyle and dise on the 
posterior ope f the articular eminence is 


pterygoid 


The Dental Journal of Australia. January-February, 1952 


muscle, by its active contraction, can prevent 
a backward displacement of the condyle and 
disc and maintains thus the correct relations 
between the three parts of the articulation. 

The functional movements of the mandible 
are combinations of the basic movements: (1) 
the opening and closing movements; (2) the 


Fig. 11 Exact drawing a section through a frozen 
head with the mouth wide oper The dise has passively 
followed the mandible to the height of the articular 


eminence 


symmetrical protrusion and retrusion, forward 
and backward movements; and (3) the 
asymmetrical lateral shift or lateral rotation. 
The opening and closing movements of the 
aw are a combination of rotatory and trans- 
atory components; that is, the lower jaw 
rotates around a frontal axis which passes 
approximately through the centres of the two 
condyles while the axis itself progresses in 
pace The translatory or sliding movement 
brings the dise and mandible forward and 
downward from the posterior slope to the 
height, in many individuals even thx 
anterior slope, of the articular tubercle. The 
rotatory movement is extensive and normally 
goes so far that the opening between the upp21 
and lower teeth accommodates three fingers. 
Observation of the living easily proves the 
normal combination of  translatory and 
rotatory movement of the lower jaw. If a 
finger is placed just in front of the tragus, :t 
can follow the forward and downward sliding 
of the mandibular head. During the opening 
the soft tissues behind the moving capitulum 
nk in slightly and a shallow groove becomes 
well visible, especially on individuals with thin 
cheeks. The movement of the mandibular head 
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also influences to a slight degree the width 
of the cartilaginous part of the external 
acoustic meatus. If a finger is introduced into 
the passage of the ear, one can easily feel the 
prominence of the lateral pole of the mandibu- 
lar head on the anterior wall of the meatus 
and the widening of the passage when the 
mouth is opened. The change has to be 
regarded as an active widening of the meatus 
during the opening movement of the jaw, 
rather than as a compression of the passage 
during the closing phase. 

During opening or 
latory and_ rotatory 
evenly combined. The 
starts with an almost pure rotatory 291 
hinge movement which depresses the man- 
dible to or slightly beyond its rest position. 


closing, the 
components 
opening movement 


trans- 
are not 


Fig. 12.—-Roentgenogram and outline of the face Th 
lower Jaw has been dropped in a pure hinge movement 


From then on the two components combine to 


a smooth movement. After maximal opening 
of the mouth, the closing movement commences 
with a phase in which the translatory com 
ponent, that is the backward movement, pro- 
ponderates. In this way, the mouth is closed 
to about two-thirds of the maximal opening 
and, at the same time, the head of the 


mandible is brought from the anterior slope 


to the posterior slope of the 
articular tubercle. The last two-thirds of the 
closing movement occur again in a 
combination of translatory and rotatory move- 
ment. 


to the height or 


smooth 


of chimpanzee Wide and free 
mandibular space 


Until recently it was not believed possibl: 
that the jaw could be opened in a pure hing 
movement. However, with some patience: 
everybody can learn to execute this movement 
by actively repressing the forward. sliding 
movement of the mandible (Fig. 12). 

The jaws can then be opened 
under strain—in purely rotatory 
ment to about two-thirds of the maximal 
width. This observation is the clue for 
the acquisition of the complicated 


though 
move 


opening 


Fig. 14 


lar space 


Note narroy 
development of the 


Skull of man 
after the 


movement that is characteristic of man. In 
the chimpanzee, for instance, the opening 
oceurs by a pure hinge movement. The mouth 
can be opened in this way because 
no bony element behind the mandibular ramus, 
and the soft tissues are not: compressed by 
the moving jaw (Fig. 13). In man, however, 
the mastoid process developed and narrowed 
the retromandibular fossa, which was. still 
more restricted by the forward bend of the 
posterior part of the cranial base (Fig. 14) 


there is 
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ng of the cranial base as well a 
ve pment of Ut né id process are 
quences of mar upright posture and 

Phe restrictior f the free space behind 
restriction of 
which 
forward 
widening the retro 
yeoid 
acquisition of the 


ving mandible causes a 


ye movement {f the mandible 


eracted by a simultaneous 
nt, considerably 

bular groove The external pte: 
was utilized in the 
ve component of the opening move 
rhe combination of rotatory and trans- 
therefore 


ovement wa acquired and 


a neuromuscular phenomenon. Since 


ate movement is necessitated neither 


of the 


articulating bodies nor 


liyaments, the two com- 


be enacted inde- 


The forward and backward movements 
the mandible can be horizontal 
ivvements if the teeth are not in occlusion. 
the rest position the 


forward 


simple 


jaw can be 
extensively, the lowe. 
from the 
movement the 
pulled forward together with the 

the movement occurs, therefore, 
compartment of the mandibular 
The reversal of 
also mainly translatory. 


quite 
remaining at a distance 
teeth During this 
mandible 
ticular dis« 


ipper 


ts and 


“at 


thie 
symmetrical 
forward thrust is 
Most 
slightly 


individuals are able to pull the man 
backward from its rest 


movement is 


posi 
possible only 
strain and against resistance 
“tension of the capsule in front of 
nd compression of the soft 
condyle This movement does not 


the phys 


Issues 
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demonstrates, however, 
on of the mandibular 


mandible results 
¢ are pulled for 
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almost 
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passe a few 


the axis 
the rticul: mit hil it moves 
bliquely n a sym 
metrics ‘ ard thrust hi . of course, 
the consequence of positior 
the axes of le and articular emi 
ence lowe: 


aw ting’ y dk lowever, no 


situ, as was formerly believed, but 
slightly forward and outward. 
This movement is known as Bennett's move- 
The simplest way of defining it is 
to refer to the position of the almost vertical 
axis of the lateral movement as passing behind, 
and not through the “resting” condyle. The 
Bennett movement is caused by the presence 
of the posterior lip of the glenoid fossa in the 
lateral part of the articulation. If the resting 
condyle would lateral 
pole would close in upon the postglenoid 
lip and would cause strain by compression of 
The resting condyle, therefore, 
slides forward just so far as to prevent this 
More correctly stated, while one 
condyle moves forward, the other is held in 
an unstrained position by active muscle con- 
This is the reason why we can not 
swing the mandible laterally from a slightly 
protruded position without retracting the 
condyle on the toward which the chin 
deviates. 


rotate in 
also 


moves 


ment. 


rotate in situ its 


soft tissues. 


strain, 


traction, 


side 


A free lateral movement, that is, the move- 
ment in which the teeth are not in occlusion, 
starts as a rule from the rest position of the 
mandible After some exercise, however, it 
is possible to swing the jaw laterally from its 
most forward position, even from the position 
of maximal opening. The mechanism of this 
movement is, of course, in some measure the 
reversal of the movement previously described. 
If the jaw is maximally protruded or if the 
mouth is maximally opened, the lateral swing 
is executed by pulling one condyle and disc 
back into an unstrained position, while the 
other condyle and dise are held in_ the 
forward position. If the lateral movement 
is attempted from a wide open position of 
the mandible, the movement is always 
combined with a slight closing movement. 


movement of the 
expressed in the possibility 
of a circumductory movement. This means 
that the jaw can be moved from one extreme 
into the other without returning to 
thus outlining the limits of 
the free mandibular movements. Within these 
point of the mandible can move 
freely in all three directions of space. The 
realization of this freedom of movement is of 
practical importance because it proves 
point of the mandible of an edentu- 
can be made to glide along paths 
of widely varied inclination if the plane only 

s within the limits of the movements of 
So far, the movement is independent 
individual shape of the articulating 
especially of the inclination of the 
slope of the articular tubercle. 


The 


lower jaw is 


great freedom of 
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limits any 


great 
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If, however, the excursion of one point of 
the mandible (for instance, by establishing 
an incisal guide plane) has been fixed, the 
movement of any other point is now 
dependent upon two factors: the inclination 
of the plane arbitrarily fixed, and the 
inclination and shape of the temporal 
articulating surfaces. 


Before discussing the masticatory move- 
ments of the mandible it is necessary to 
analyze the contribution of the different 
mandibular muscles to the movements of the 
lower jaw. These muscles may be divided into 
three groups: (1) elevators; (2) depressors; 
(3) protractors. The retractors do not con- 
stitute an independent group, but are repre- 
sented by the posterior fibres of the temporal 
muscle and the deep portion of the masseter 
on one side, by the retracting component of 
geniohyoid and digastric muscles on the other. 
Thus elevators and depressors may combine to 
act as retractors. 


The elevators of the lower jaw are mas- 
seter, temporal and internal pterygoid muscles. 
The resultant force of these muscles is directed 
upward and slightly forward and the position 
of the molars is such that their long axes 
coincide with the direction of the resultant 
force. The oblique position of the molar 
causes the upward curve of the occlusal plane 
in the molar region, the curve of Spee. The 
closing muscles do not act necessarily as one 
unit or as synergists. One has to realize that 
parts of any one of the muscles may and 
do act independently, a fact which explains 
the everyday experience that a muscle can 
act with different force. During weak action 
only a small number of the muscle fibres con- 
tract, whereas greater resistance stimulates 
the contraction of more and, finally, of all its 
fibres. 


The depressors (and retractors) of the jaw 
are digastric, mylohyoid, and  geniohyoid 
muscles. The action of these muscles, 
spanning from the movable hyoid bone to the 
mandible, is dependent on the changing 
position of the hyoid bone in relation to the 
mandible, with the exception of the almost 
vertical posterior fibres of the mylohyoid 
muscle in which the depressing component is 
not coupled with a retracting component. 
Digastric and geniohyoid muscles exert a 
fairly balanced combination of depressing and 
retracting power if the hyoid bone is fixed 
by the infrahyoid muscles in its lowest possible 
position. The further the hyoid bone ascends 
the more the retracting component will out- 
weigh the depressing force. A similar change 
cecurs if the hyoid bone is fixed and the 
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mandible is lowered so that chin and hyoid 
bone are brought gradually into the same 
plane. This means a gradual weakening of 
the depressing components of geniohyoid and 
digastric muscles. 


The third group of mandibular muscles is 
represented on either side by one muscle 
only, the external pterygoid muscle, which 
has simply protracting effect upon the 
head of the mandible. Since this muscle is 
attached not only to the mandibular neck, 
but also to the articular capsule and the 
articular disc, the muscle will also influence 
the position of the disc. 


The mandibular muscles combine in a 
rather complicated pattern to execute the 
different movements of the mandible.  Dur- 
ing the mandibular movements the external 
pterygoid muscle plays a_ leading role 
because it is active in many different move- 
ments. At no time does the external pterygoid 
muscle act alone and unaided. It is therefore 
erroneous to describe the external pterygoid 
muscle as the opener of the jaws. This 
becomes immediately clear if one considers 
that in two widely different movements the 
external pterygoids are active, namely in 
forward thrust and in the normal opening cf 
the mandible. The end result of the contrac- 
tion of the external pterygoids depends on the 
behaviour of the two other muscle groups, the 
elevators and the depressors. 


The forward thrust of the mandible is 
the result of the active contraction of the 
external pterygoid muscle, slight contrac- 
tion of the elevators, and relaxation of the 
depressors. The external pterygoid pulls 
the mandible and dise forward, while the 
elevating muscles act to maintain the rela- 
tive position of the mandible to the maxilla, 
preventing a dropping of the lower jaw. 
While in an unresisted forward thrust the 
contraction of the elevators is not noticeable 
to the palpating finger, the contraction of the 
masseter can easily be demonstrated if the 
movement is carried out to the extreme 
forward position of the lower jaw. 


In the retracting movement the deep por 
tion of the masseter and the posterior fibres 
of the temporal muscle combine forces with 
the depressors, mainly with the geniohyoid 
and digastric muscles, while the elevating 
parts of the elevators are slightly contracted 
so as to maintain the position of the mandible 
in the horizontal plane. The depressing com 
ponent of the suprahyoid muscles is of 
course neutralized by the stronger elevating 
force of the elevators. The participation of 
the suprahyoids in retrusion can be easily 
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itterygoid musck 


of the different 


retracting components 
chin and, there- 


mandible glides sharply backward without 
moving upward to a considerable extent. Ther 
the powerful elevators finish the closing 
movement until the rest position o7 th: 
ecclusal position is reached. disturbance: 
of this intricate neuromuscula co-ordination, 
namely, a delay in the relaxation of th 
external pterygoids, 1S responsible for «4 
pathologic — dislocation of the  temporo- 
mandibular joint. The mandibular articula- 
tion is the only joint in our body that can be 

dislocated by its own muscles without the 
action of an external force. This observatio! 

strengthens the belief that this articulatior 

more than any other is dependent on th 
musculature as the directing force of move 

ments. 

The lateral rotation of the mandible is the 
asymmetrical variation of the forward thrust; 
that is, one external pterygoid muscle com- 
bines forces with the — slightly contracted 
elevators. However, the contralateral, retract 
ing bundles of the elevators assist) In this 
movement by holding the “resting” condyl 
in an unstrained backward position, that is, 
by preventing it from deviating anteriorls 
further than necessary to relieve or prevent 
compression of tissues behind the lateral pol 
of the condyle. 

The masticatory movements of the lowe 
jaw are automatic movements which occu 
under considerable force and under co! 
tact of teeth. Like other automatic move 
ments, they are characterized by variability 
from individual to individual, but by great 
stability in each individual, a stability, how- 
ever, that does not preclude a considerab 
adaptability. 

Though following the human pattern o! 
mastication, the masticatory movement 
ary in detail in different individuals. They 
are dependent on the shape and proportio! 
of the jaws and of the teeth. Once esta! 
lished as an automatic series of movements 
their pattern 1s maintained quite persistentl: 
And still, loss of teeth o1 changes in the: 
position are followed by a rather rapid adap 
tation of the movements In order to achieve 
maximum effect with minimum effort, that 1s. 
with the least waste of muscular energy. Th 
adaptation of masticatory movements are best 
exemplified by dentitions that undergo 
regular and extensive wear. In some Eskimo 
tribes, for instance, the cusps and the incisal 
edges of the teeth are worn off completely 1 
relatively short time and, still, mastica- 


a 
tory movements do not only maintain, but 
even increase their efficiency. All thts 


happens during a period of life in which th: 
temporomandibular articulation is known n 


to change. 


demonstrated if this movement 1s attempted 
against ome resistance or if it 15 continued 
beyond the rest position of the mandible 
During retrusion the external [Zi 
entirely relaxed 
The opening movement caused by a 
ynergistic activ! al the external ptery 
yoid muscle ana the depresso! retracto! 
eae: of the lower jaw If the movement occurs 
without resistance the depresso! act with 
it any great force at d thi fact which 
has prevented some observe! from undet 
tanding the necessary contribution of the 
iprahyoid muscles in the opening movement 
f the aw Phe contraction of the supra 
hyoid muscle cal ascertained if the 
opening movement extreme The pre 
tracting force of the external pterygoid 
muscle acting upon the condyle dise, 
and the imultaneous depressing and espec! 
ally the retracting force of the geniohyoid and 
digastric muscles acting upon the chin, blend 
aes, n perfect manner to execute the combinatier 
i of rotatory and trat atory movement 
In a normal) opening moveme nt the supra 
hvoid functior more by then retracting 
component than by a true depression, They 
hange, however, their direction as well 
their power, if the opening: done against 
‘ tance, for imstance, fibrous ankylosis 
oe f the temporomandibular Joint. The same 
true after loss of the external ptery 
void by ftracture of the mandibular neck ©! 
gore hy removal of the condyles. In such cases 
eS the hvoid bone is not only fixed in its position, 
but strongly lowered by the action of the 
nfrahyoid muscie 
Phe closing movement 1s mainly the fune 
Coe | tion of the elevators of the Jaw If the mouth 
mae phe was opened to it maximal extent the timing 
the activation and relaxation 
oe Ee muscles play al mportant rok It ha hee! 
mentioned that, in max mal opening, disc and 
= condyle glide not only t the height but 
= ae any pet ns even to the anterior lope ol 
the articular tuberci The “reduction” ot 
tr physi dislocate ad” joint cat be 
; a brought about only if the elevating component 
delayed until the head and th disc have 
regained their position oF behind th 
heyzht of the temporal convexity. This u 
z maa turn is possible only if at the very beginning 
f closure the external pterygoid muscle 
relax The first phase of the closing move 
ae ment enacted by a synergism of the retract 
nye portior ef the masseter and temporal! 
4 muscles and the 
fore, the mandible from moving upward. In t 
“aa ee this, the first phase of the closing movement, | 
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The masticatory movements aré here de- 
<cribed as starting from the centric position 
n which all the teeth are in an even contact 
and the mandibular articulation in balance. 
In this position the elevators of the lower 
aw are actively contracted as distinct from 
the rest position in which these muscles are 
under tonic contraction. The movements of 
the lower jaw which are enacted under con- 
tact of at least some teeth are of two kinds: 
a cutting movement as, for instance, in biting 
off a piece of food, and a grinding movement 
n comminuting the food. 


The cutting movement starts with a pre- 
paratory opening movement. The extent 
of the opening is dependent on the dimensions 
of the food. The next phase ends with an 
edge-to-edge contact of the incisors and is fol- 
lowed by the last phase, a shearing movement, 
while the jaw returns to centric occlusion. In 
the edge-to-edge position of the anterior teeth 
there is, in the normal dentition with moderate 
wear, no contact of any other teeth. 
Frequently, even the contact of the anterior 
teeth is limited to a contact of the incisal 
edges of the central incisors of the upper jaw 
with the incisal edges of the lower centrals 
and laterals. 

The relations of upper and lower teeth 
during the last phase of the cutting move- 
ment are best understood if the movement 
is first studied in reverse. Because of the 
verbite of the upper incisors a move- 
ment from the occlusal position to the edge- 
to-edge bite of the incisors can not be a 
simple forward thrust. Instead, the occlu- 
sion of bicuspids and molars has to be 
unlocked by an opening movement while the 
edges of the lower incisors glide 
along the lingual surfaces of the upper 
incisors. The rotatory component of this 
movement is, of course, the greater the 
more the upper incisors overlap, and. this 
in turn is not only dependent upon primary 
individual variations but also upon the degree 
of wear. Only in cases of rather excessive 
wear of the incisors is the opening movement 
so insignificant as to permit contact of lateral 
teeth while the incisal edges meet. 


incisal 


The last phase of the cutting movement 
s the reversal of the movement as described 
in the preceding paragrapn; that is, from the 
edge-to-edge position of the anteriors the jaw 
is pulled backward and upward while the 
incisal edges of the lower incisors glide along 
the lingual surfaces of the upper incisors 
until the occlusal position is reached. Mechan- 
ically, the cutting movement is a_ shearing 
movement, with the upper and lower incisors 
acting as the two blades of the shears. 


phase 
begin with an 
incisors. Most 
movement 


Very rarely, however, does the last 


cutting movement 
edge-to-edge position of the 
individuals start the shearing 
somewhat behind and above the upper incisal 
edges. This is probably one of the reasons of 
irregular wear in the civilized populations of 


of the 


our time. 

The 
is the 
stand it, it is 


second 
grinding 
helpful 


type of masticatory movement 
movement. To  under- 
first to analyze a 
lateral movement from the occlusal posi- 
tion under contact of lateral teeth. In a 
normal dentition this entails a combination of 
an opening with a lateral rotating movement. 
The integration of a vertical rotary com- 
ponent into this movement is necessitated by 
the overbite of the incisors and cuspids of the 
upper jaw and by the interlocking of the cusps 
of bicuspids and molars. Thus, a_ purely 
iranslatory movement is made impossible and 
the occlusion has to be unlocked by an open 
The degree of the depressing 
cutting movement, 


ing movement. 
component is, as in the 
dependent upon the individual variation of 
cverbite and height of and, there- 
fore, also on the individual degree of wear. 
Under normal conditions, a contact of the 
lateral teeth in a grinding movement can 
be maintained only on one side. If, for 
instance, the lower jaw is shifted to the 
right, the right molars and bicuspids 
remain in contact, the cusps gliding along 
the oblique slopes of their antagonists. The 
left bicuspids and molars, however, cannot 
be kept in contact; in other words, the 
articulation of the teeth during the grinding 
movement is not balanced. Only in 
cases of rather extreme wear when the cusps 
have disappeared is this state of a “balanced” 
celusion or articulation achieved. 


cusps 


some 


The grinding movement starts with a 
preparatory free lateral movement of the 
jaw; that is, the lower jaw is depressed 
and swung to one side. The degree of the 
opening component depends on the size of 
the bolus of food. From this preparatory 
position of the mandible the jaw is forcibly 
brought back into occlusal position. The 
automatic execution of this movement leads 
first to a contact of the cusps of the lateral 
teeth of that side towards which the man- 
dible has deviated. When this contact is 
established, the mandible is brought to its 
centric position under maintenance of 
tact between the bicuspids and the molars, 
the cusps of the lower teeth gliding force 
fully into the grooves between the cusps of 
the upper teeth. Crushing and shearing forces 
combine for the effective grinding action. 


con- 


a 
fi 
. 
h 
: 
on 
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In the grinding movement too, the preparatory great force while the teeth, separated by 


phase rarely leads to a cusp-to-cusp relation, the bolus of food, cannot stabilize the posi- 
the last phase starting as a rule at the oblique tion of the mandible to the disc and of 
slopes of the cusps of bicuspids and molars. mandible and dise to the posterior siope of 
This “abbreviated” masticatory stroke leads the articular eminence. The powerful 


to an irregular pattern of attrition, the buccal holding force of the external pterygoid is 
cusps of upper and the lingual cusps of lower necessary to prevent a displacement of the 
teeth bearing the brunt of work mandible while its condyle is precariously 
balanced by the disc on the posterior slope 
and grinding movement, can, accordingly, of the articular eminence. The external 
be divided into three phases: the first or pterygoid has to maintain the balance of 
of the articulating bodies, and the insertion of 
muscle fibres to the dise serves this important 
function. 


Both masticatory movements, the cutting 


preparatory phase is a free movement 
; contact of teeth is estab- 
lished only at the end of the second phase. 


the lower jaw 


The third phase occurs under contact of Since the temporomandibular articulation 
teeth and therefore a truly articulatory jis a freely movable joint, it should be clear 
movement; it leads the mandible back into that the masticatory movements are dictated 
centric position. The first phase does not by the position and the shape of the teeth. 


require any foree; force is applied only during — Since the positioning of the teeth during 
the second and third phases, the masticatory eruption is dependent on the movements sf 


stroke in a strict sense. the jaw, we are confronted here again with 
The muscle balance during the second that type of interdependence of form and 
and third phases is of greatest importance function that can be recognised in all parts 


hecause the closing movement occurs under of the animal body. 


eAs 


Some Fallacies Associated with Children’s Dentistry 


Bruce Lind. ay, AM. (Ade/.). 


1. DENTIST WHO Does Work the child must become an easy and certain 
CHILDREN Must LovE THEM AND ENJoy fact. When this occurs work for them becomes 
THEIR COMPANY preferable to that for adults. With children 

one can make the situation comply with one’s 

mood. In a general practice the dentist has 


Any adult who prefers the company of 


children to that of other adults must himself ‘ . 
i ae ie ' to comply more with the moods of the patient, 
have a childish mind. Therefore the mere ‘ 


fact of doing dentistry for children does not especially if they wish to have full upper and 

: Fane Many dentists consider that the pedodontist 

must be a combination of Father Christmas, 

The average adult, particularly the male, 4 Radio Uncle, and a Christian Saint—oozing 

soon gets bored when left alone with young with kindness, with unlimited patience, and 

children; parents even get tired of their own spending most of his days telling fairy stories. 


company 


children. Most fathers when alone with their — [¢ they feel these qualities lacking in their 
children for some hours find themselves own mental make-up, they consider that they 
longing to talk to an adult. They even get are unable to carry out satisfactory children’s 
hort-tempered dentistry. 

rhe incessant chatter, questions, fidgeting; This is based on false premises, because 
the fighting, sulking, boasting, all start to success with children does not require any 
bore after a short time. This is easily under- great love for them; in fact, I feel it would 
tood, for children’s behaviour is more funda be a hindrance, because one’s work should be 
mental, because they have not developed so entirely unemotional. As soon as emotional 
many of the inhibitions that make up the factors come into play the operator’s judg- 
normal social conduct of the adult, and so are ment and skill are affected. Of course, the 
unable to hide their feelings or suppress their dentist must have respect for children and a 
desires, Therefore, to work with them control desire to help them, yet he must always show 


s necessary. Control of the situation and that he expects obedience and co-operation. 
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This is best done by being quite natural and, 
if necessary, telling a child what you expect. 
Never use vaby talk. Bernard Shaw can tell 
you why much more effectively than I am able 
to, when speaking of his own childhood: “Cer- 
tain persons used to adapt themselves to my 
childishness by patting me on the head and 
talking in what they deemed a childish way 
to me; and I remember how I resented the 
personal liberty and despised the unbecoming 
and offensive imposture. They all made the 
same mistake. Instead of being natural, in 
which condition they would have been quite 
childish enough to put me at my ease, they 
affected imbecility—a very different thing to 
chiidishness, and open to instant detection by 
any sane infant.” 


Success with children depends entirely on 
confidence in one’s ability to handle them; 
nothing in life can be done well if a person 
doubts that he can do it. This leads to our 
second fallacy: 


2. THAT CHILD CONTROL IS 


(a) AN INBORN QUALITY—you either have it 
or you haven't it. 


(b) DIFFICULT. 


The ability to handle children can be acquired 
in a short time; the only quality that might 
be inherited and would help is patience, and 
even this can be cultivated and improved with 
experience and practice. 


How do we go about getting it? 


tirstly, by following certain rules and 
knowing exactly what to do under certain cir- 
cumstances. In this regard it is the same as 
any technical procedure and_ should be 
regarded as such. Therefore it is essential 
to know what one’s procedure is to be and 
not to hesitate to apply it. When the pro- 
cedure for any circumstance is known, con- 
fidence comes, unlimited amounts of super- 
confidence, and this in turn spells the doom 
of any child who might feel tempted to be 
difficult. 


Secondly, by having some knowledge of the 
fundamental human urges and their control. 
Brase quotes Thomas! as naming these as: 

The urge for security. 
The urge for response (affection). 
The urge for recognition. 


The urge for new experience. 


If these urges are fundamental they will be 
working strongly in a small child, and a little 
thought will show how they can be utilised 
in helping to control the child. 


Anderson? states that a fundamental pre- 
cept of human conduct is that all conduct is 
purposive towards the well-being of the organ- 
ism or, what amounts to the same thing, the 
elimination of unfavourable circumstances. 
This is natural, for any organism without this 
urge would be helping to commit racial suicide. 
Therefore the difficult behaviour of a child 
who has been, is being, or fears being hurt 
in a dental surgery is quite natural, and the 
simplest way of stopping it is to show him 
that the thing he fears does not in fact exist. 
This brings us to the most important fact 
in child control, viz., pulpal anaesthesia. 

Child control in my hands depends on: 

(a) Pulpal anaesthesia. 

(b) “Horse sense.” 

(c) Keeping mother out of the surgery. 

(d) The “towel technique.” 

(e) Confidence. 

(f) Souvenirs. 


(a) Pulpal anaesthesia. 


What makes child control necessary? Pain. 
Would we need it if a visit to the dentist was 
as painless as a visit to the barber? Would 
dentists under these circumstances be telling 
parents that it is unnecessary to preserve and 
fill deciduous molars? Of course not. Yet 
we have methods whereby teeth can be mace 
quite insensitive, and so the first and most 
important factor in control] is an effective local 
anaesthetic technique. My most satisfactory 
method is the intra-osseous technique*®. Once 
the technique is acquired all cavity prepara- 
tions for all children can be painless. 


(b) “Horse sense.’ 

It is difficult to say much about this, and 
it really means being sensible and doing the 
right thing at the right time in handling 
children. It is the least important of our 
factors as it largely depends on experience 
and will come as one deals with more children. 
The other factors are essential from the 
beginning whereas “horse sense” is not, but 
once acquired will make work much simplev. 


(c) Keeping Mother out of the surgery. 


It is impossible to control a difficult child 


with the mother present, because all the 
dentist has is his voice, and the crying child 
is giving his whole attention to the effect 
his crying is having on the mother. The 
mother is “highly strung,” although she has 
probably told you that the child is. The child 
has learnt from infancy that certain behaviour 
(tantrums) has brought about a certain result 
(getting his own way). This behaviour has 
formed an evergrowing behaviour pattern in 
the child which is making him obnoxious and 


| 


mother, and anything 


make him listen to you. The young dentist 


fowedl technique 


unco-operative 


children’s dentistry and will stop any five-year- 


d child from erying wu 
unco-operative 
id over three years, who is afraid, obstinate, 
Once he opens his mouth, 


ust plain spoilt 


technique depends on using 


that it is called the towel technique* 


Therefore do not 


or even impossible. 


fact that they are 


The more she worries, the 
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or not, and in a week it will be feeding as 
well as any other child. 

Therefore, develop confidence and you will 
find few children who are troublesome, for 
the child seems to take on some of this con- 
fidence for himself, or perhaps he senses that 
it will be useless to make a scene. 


(f) Souvenir 


For five years now I have been giving every 
young child a threepence after every visit 
that entails operative work. The attitude of 
the children and information received from 
mothers show it to be a worthwhile procedure, 
as it does make the children anxious to come 
again. It has never been given as a reward 
for good behaviour because, already 
explained, this must be demanded by ou 
attitude. Sebelius’ states that “it seems 
logical to conclude that the practice of 
rewarding good behaviour in the dental office 
is not justified.” However, he concludes that 
souvenirs may serve practice builders; 
“since souvenirs make a visit to the dental 
office more exciting, the child may anticipate 
a visit with pleasure rather than anxiety, and 
may consider the visit an important event.” 


THat Local ANAESTHESIA CONTRA- 
INDICATED BECAUSE PAIN IS NECESSARY 
AS AN INDICATION OF CLOSENESS TO THE 
PuLP, AND BECAUSE THE HEAT GENERATED 
BY THE Burr WILL KILL THE PULP. 


Those dentists who put forward these pro- 
positions should satisfactorily answer the 
following questions: 


What evidence is there to show that the 
closer one gets to the pulp the more sensitive 
the dentine becomes? 


What method is used for measuring the 
increase in pain as the pulp is approached? 
Do their patients blink their eyes more, groan 
louder, look towards the door, or is there some 
recret physiological test or apparatus for 
measuring the increase in suffering? 

What do they do in the case of patients 
with completely sensitive dentine no matter 
what part of the tooth is being drilled? They 
would have to assume nearness of the pulp 
as soon as the dentine is penetrated. 


Or vice versa 
In the case of patients who never give any 
sign of pain they could assume a pulp does 


t exist. 


Is not Fish’s dead tract, under which an 
exposure is most likely to occur, practically 


a h mother neurotu Let them enjoy thei 
peculiaritice at home, but keep them away 
“aise tes from your surgery. If the mother is present 
the child’s attention is focussed on the effect 
f his behaviour on the 
the dentist might say is futile and useless. 
However, when you have the child alone you 
/ 
would be wise to exclude all mothers from the 
cay urgery during operative procedures. With 
fs the passage of time and an increase in con- 
; bes fidence it is possible to allow some mothers ; 
n the surgery But remember —if in doubt 
keep mother out! 
is eo Thi is the method to be used with the 
reamer who is entirely The 
technique s described in n t textbooks on 
: ae : force to compel the child to submit, so that 
he can be shown that there is pain 
associated with what he fears 
a and it should be regarded as such: something 
ce that 1 done in oa certain way to obtain a 
certain result 
Conntdence. 
= i trolling animals. If they sense that you are + 
cs frightened of them the work becomes more oe 
oy } be afraid of a child Look him straight in 
ee , the eyes, talk to him as you would an adult, 
ee never raise the voice or sound impatient, 
re because when he Knows you are rattled his 
bad behaviour will get worse 
= Br j Confidence grows with experience, and as 
% t grows the number of children who give 
2 trouble wall get les Little is known of the 
a human psyche, but it is a fact that children 
ae know how an adult is feeling and seem to get 
me satisfaction from te 
2 ie able to upset then Do not take this fact too 
ghtly to even infants a few weeks old 
ae have the ame faculty We all know of 
: re fants who will not feed, “lazy at the breast” 
ar they are called. The mother becomes upset : 
and then picky 
% nore obstinate is the infant It ends up by L 
: not feeding at all Yet, take the child away — 
5 from the mother and place it in the care of 
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insensitive’, and is not pain more acute In 
non-carious dentine on each side of the affected 
tubules? 

I think 
dislike of 


the 
local 


reason for this claim is 
based on: 

(a) Failure to get complete pulpal anaes- 
thesia. 


real 
anaesthesia 


(b) Disorganization of appointments wait- 
ing for the more commonly used local anaes- 
thetic techniques to become effective, and the 
time lost in so doing. 

As for the heat generated, any dental sur- 
geon who gives this as a reason for not using 
local anaesthesia is only condemning his own 
operative ability and technique. 


THE FILLING 
FOR DeEciIpuoUS 


4. THAT SILVER AMALGAM IS 
MATERIAL OF CHOICE 
MOLARS. 


This claim is frequently made in articles 
on restorative dentistry for deciduous molars, 
without any actual reasons being given for 
the statement, and I subscribed to the 
view myself. Excluding inlays which would 
be the ideal but because of the financial factor 
are not satisfactory as a routine, the only 
ther filling material is copper amalgam. Why 
is this so firmly condemned? What undesir- 
able properties does it possess as a filling 
material? 


once 


(1) Probably more likely to fracture dur- 
ing removal of a matrix than ts silver 
amalgam. 

Slowness of setting with a_ possibility 
of fracture during this time. However, 
if the opposing cusps are ground, the 
mix dried while packing, and care taken 
to see the fillings are free of the bite, 
this is not very likely to happen. 
Solubility in the oral fluids with a 
possibility of leaking fillings and lost 
contact points. Because the fillings are 
not expected to last more than six 
years, this is no serious disadvantage. 
This property is also responsible for the 
germicidal effect which is often of some 
benefit. 

What advantages has copper amalgam over 

ilver amalgam? 

(1) It has much greater crushing resistance, 
and once set a Class II restoration is 
much less likely to break at the axio- 
pulpal line angle than with silver 
amalgam. 

Copper amalgam fillings do not need 
to be lined except in the deepest cavities, 


while all silver amalgam fillings need 


lining. This statement will probably 
not be believed, and the only way you 
can verify it is to do it for yourself 
and see that no complaints come from 
mother or child, and that pulps do not 
die. 

Schoonover and others’ have shown 
that electrolytic action between wate? 
and the zinc that is usually present in 
silver alloys produces a secondary 
expansion of 300-400) microns pet 
centimetre in the amalgam some days 
after mixing. If no moisture is pre- 
sent the expansion is only of the ordet 
of & microns per centimetre, and this 
oecurs 10-20 hours after mixing. The 
excessive expansion is due to the libera 
tion of hydrogen gas within the mixed 
amalgam, and the pressure exerted 1 
of the order of 1600-2000 Ibs. per square 
inch. These facts fit in with the clinical 
picture of the unlined silver amalgam 
filling, i.e., excessive pain 7-8 days 
after the filling is inserted whereas 
during the first few days no discomfort 
is noted, and that is the reason that 
nearly all silver amalgam fillings need 
lining, preferably with form of 
zine oxide and eugenol mixture. 


some 


Copper amalgam does not expand after 
setting, there being dimensional 
change, although a small contraction 
may occur; therefore, margins stay 
exact months and years after placing 
the filling. This lack of expansion is 
the reason for the good reaction 
on the part of the tooth, even when 
the fillings are not lined, suggesting 
the oft-repeated fact that we line 
amalgam fillings because of insulation 
is yet another fallacy. 


also 


reasons 


THAT CopPpER AMALGAM IS THE IDEAL FILL- 
ING MATERIAL FOR DeEcIpuOUS MOLARs. 


Many dentists appear to be of ‘his opinion, 
for they place it in cavities where nothing 
but the ideal filling material would have a 
chance of remaining or doing much good; and 
as the ideal filling material has not yet been 
found these restorations are doomed from the 
very beginning. This, I consider, is the reason 
copper amalgam is largely 
the fault the cavities in 


condemned, but 


lies in which it is 


placed; silver amalgam would probably be even 


worse under the same 


that copper amalgam b 
placed in correct cavities with resistance form, 
retention form, and all caries removed; and a 
satisfactory steel matrix used in the case of 


Class IJ 


circumstances. 


essential 


cavities. 


y 
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6. THAT THE ANATOMY OF THE DeEcIpUOt 
MoLaks MAKES THE CUTTING OF CORRECT 
(AVITIE A HAZARDOUS PROCEDURE. 


The mw of the pulp in these teeth relative 


the zu f the crown is certainly large: 


ermanent dentition; and the pulpal 


horns are relatively Jonge: However, this 
don not mean that the pulp is lurking just 
eneathn the enamel ready to pounce on the 
jentist wi foolish enough to penetrate into 
the dentine. This view is propagated in text- 
hook Nuckolls* in a comprehensive study 
f the morphology of the deciduous teeth say 


the mesial surface of the maxillary first 


deciduous molar is unfavourable for a mesio 


occlusal preparation” and “the mesial surfac« 


fa maxillary second deciduous molar, becauss 


of the relatively long buceal pulpal horn, i 


vourable for cavity preparation.” These 


are unnecessarily gloomy statements, as such 


cavities are cut in these localities in a pedo- 
dontic practice by the hundreds every year 
without any difficulty 

As long as one is careful and thinks a little 
while cutting cavities, exposures will be kept 


at a minimum; the mesial end of mandibular 
first molars is the position where an exposure 
most likely to occur. As a general rule 


can be said that with Class II cavities the 
proximal step can be safely cut with a No. 3 


sure burr in second molars and in first 
molars with a No. 2. These sizes are adequate 


to cut satisfactory cavities. On the occlusal 
irface trength must be obtained at the 
expense of width rather than depth, and at 


the junction of oeclusal and proximal portions 
it is Wise to widen the cavity with a No. & 


inverted cone burr 


PHAT CHILDREN’S DENTISTRY DoEs Nor 
“ay 


Th fallacy is widely held and in’ many 
practices it may be the case, but it need not 
bn With the use of local anaesthesia and 


proper discipline in the surgery it is a simple 


matter to complete two deciduous restorations 


in a half-hour appointment, which is seldom 


tt case with an adult or even in the olde1 
children when restoring the permanent den- 
tition Also, most young children present with 
two proxima cavities the contyuous 
deciduou n ars, t being the exception to 
find one proximal surface carious and not the 


‘ Tt efore the fee per time basis is 


much better for the 4-7 vear old than for the 


er cl iren « idult This, combined with 
the verv low verhead wher treating children, 
i \ pa vy satisfactory 


THAT 


The d 


of dental 
amuse children. If the 


children 


and not 
charge 


previous 


time tell 


ing fairy 
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AMUSE CHILDREN. 


entist’s work should consist entirely 


1ot his function to 
parents wish their 


to be entertained let them increase 
the profits of Walt Disney or Wirth Bros., 


expect the dent 
This is largely 


st to do it free of 
responsible for our 


fallacy; dentists waste too much 


stories, giving rides in the 


chair, putting bunny rabbits on the engine 
trying to convince children their 


belt, and 


dentine 


s insensitive because it is only a 


little busy bee, and not 


that is 


hurting them 


fashioned hocus-pocus? 
ing to cajole the children into submitting to 


pain, and know before 
not sueceed, all because we refuse 
modern method of preventing the 


we may 


to use 


pain, 


a No. 2 fissure burr 


And why all this old- 


Because we are try- 


we even start that 


If I have laboured the point of local anaes- 
thesia for children, and castigated the fairy- 
story teller, I apologise, but as I was one 
myself in the past, and slowly getting tired 


of the 


whole stupid business, I can really 


appreciate the difference that local anaesthesia 
and discipline can mean in a children’s prac- 
tice. So eliminate all 
profit-wasting nonsense; use local anaesthesia, 
and endeavour to make every hour consist of 


an hour's dentistry. 
children’s dentistry is simple, satisfactory, and 
far less exhausting on the cerebral cortex and 
autonomic nervous system than trying to 
please all types of neurotic adults. 


Brase 


this time-consuming, 


You will find that 
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Bimaxillary Protrusion”® 


Donald I. Spring, DD Sc. ( Melb.) 


This 


sion”, 


paper, entitled “Bimaxillary Protru- 
has prepared for the benefit of 
those practising Orthodontics and therefore no 
attention has been paid to the normal routine 
procedures, but rather to the more advanced 
aspects of the subject, particularly those of a 
controversial nature. 


been 


“Bimaxillary protrusion” in orthodontic 
cases has been defined as “that form of mal- 
ceclusion in which both maxillary and man- 
dibular dentures, either as entire units or in 
one or both buceal segments, are in an 
abnormal forward relationship to their basal 
bones.”! 


This terminology is, however, not generally 
accepted and many orthodontists prefer to 
differentiate between bimaxillary prognath- 
ism, the condition found in the untreated case, 
and bimaxillary protrusion, a similar condition 
found, in some cases, upon the completion of 
orthodontic procedures.? 


It is not at all surprising that orthodontists 
of the calibre of Lewis and Margolis should 
question the term “bimaxillary protrusion,” 
but it does seem strange that the alteration 
they have considered so essential should rest 
solely on the word “protrusion.” The word 
“bimaxillary,” at its best, refers to two max- 
illary bones without making any reference to 
the mandible. 


Then again, it would seem that the above 
definition attempts to cover what might con- 
ceivably be two different types of conditions, 
their only similarity being that by some 
operators they are treated by the reduction of 
tooth material. 


Accepting the term “bimaxillary protrusion” 
for the moment it might be 
consideration of this similarity, to make some 
generalised statement such as, bimaxillary 
protrusion is that condition in which some 
reduction of tooth material is required in order 
to bring about either a more pleasing axial 
inclination of the more satis- 
factory functional of the posterior 
teeth. 


possible, in 


incisors or a 
occlusion 


It has been inferred that any overlapping 
ef contacts is evidence indicating an inade- 
quacy of supporting bone, but there is every 
possibility that other factors and forces can 
upset the delicate contact relations which we 
think of as normal. Amongst these are 
eruption and growth. Just as in the eruption 


of the teeth, so in the growth of 
we find great variation between different 
individuals. These variations are those of 
rate and time. An individual who is destined 
to be large may grow at a higher rate or he 
may merely grow for a period of 
time. Thus we may have precocious eruption 
of teeth associated with an average rate of 
growth or a normal eruption associated with 
a slow rate of growth, both of which would 
lead to temporary disharmonies in the tooth- 
jaw ratio. Hence, until it is possible to read 
growth curves and make 


the jaws 


longer 


individual accurate 
predictions as to the cessation of growth there 
is no way of determining, the child, 
whether the arch will or will not hold its full 
complement of teeth. 


An “abnormal forward relationship” of the 
buccal segments may very easily be brought 
about by the premature extraction of the 
deciduous teeth, resulting in the permanent 
canine teeth either being completely blocked 
cut of the arch, mesially tipped, or carried 
bodily forward over the lateral region; th« 
axial inclination of the incisors, however, being 
more or less normal. 


On the other hand that type of case 
exhibiting a marked labio-axial inclination of 
the maxillary and mandibular incisors, and 
thought to be brought about by a disparity 
between tooth and jaw size, may not exhibit 
any such mesial migration of the posterior 
segments. This fact is borne out by the 
research work of Baldridge, Elman, Margolis 
Brodie, Broadbent and Brash. 


A study of the maxillary molars, particu- 
larly the first permanent molars, by 
Baldridge,* would seem to indicate that these 
teeth assume relations that the 
most stable in the face. 


are among 

Elman’* has shown that in Class 1 and Class 
II malocclusions the distance of the last 
mandibular molar in occlusion the 
posterior margin of the ramus, on a_ line 
parallel to the occlusal plane, is the same fo: 
deciduous the first 
second permanent molars. In other 
each succeeding molar erupts at the same 
distance from the posterior margin. Also, 
regardless of age or of the stage of eruption, 
the ratio between the distance of the tooth 
anterior to the ramus and the distance of the 


second molars as for and 


words 


12th Aus 


tralian Dental Congress. 
August, 


f 
ate 
LY 
| 
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The 


tooth above the lower border is the same, that 


is, a ratio of 3 2 
Margolis states that a definite relationship 


eems to exist between the axial inclination of 
the mandibular incisors and incisor 
mandibular plane angle; hence it would seem 
that the axial inclination of the lower incisors 

a part of the individual's facial pattern. 
This pattern, as demonstrated by Broadbent, 
changes very little during the life of the 
individual! 

Brash, in the light of his madder feeding 
experiments, states that, although a mesial 
migration of the posterior segments has been 
postulated as a probable cause of crowding, 
he has found no evidence of such a movement 
f the molars in a forward direction in the 
ilveolar border 

In view of the above evidence it would 
appear that in any Class I or Class II “bimaxil- 
ary protrusion,” uncomplicated by — the 
premature loss of the deciduous teeth, the 
relationship of the molars and incisors must 
be considered fixed or predetermined. 


Thus it may be assumed that there are two 
types of “bimaxillary protrusions”, one pro- 
duced by some misadventure in post-natal lift 
n which a mesial migration of the posterio) 
segments is recognised but exhibiting no 
marked abnormal axial inclination of the 
incisors, and the other characterised by the 
» ealled “toothy appearance” which is 
the predetermined facial pattern for the 
individual 

It would appear that no one term can be 
applied to two such conditions, but, if th > 
must be named, the terms “bimolar protrusion” 
and “bi-incisal prognathism” would seem to 
be both apt and descriptive. 


Whilst the treatment of these two conditions 
does follow along similar lines, the final 


retention and prognosis may be different. 
In the first case very little lingual movement 


of the incisors has to be brought about, but 
latter the anterior teeth are moved 


n the att 


lingually to a marked degree, thus upsettin: 
the muscular balance between the tongue on 


e side and the lips on the other. 


Hence the closing of spaces in those cases 


if bi-molar protrusion would, in all probability 
be purely a mechanical problem, but in those 


cases exhibiting bi-incisal prognathism it 
may be both a mechanical and a physiologica 
me, and therefore more prone to collapse. 


These types of cases are usually found 
matlocclusior but they do oecur as 


II's, and rarely 


Class 


compheatior in 


[ass malocclusion 


a 
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The diagnosis of these cases at an early 
age is of great practical importance and it 
is here that the techniques of Hays Nance* 
and Ballard and Whylie* come our 
assistance. 

In the mixed dentition the regulated extrac- 
tion therapy of Nance does bring about 
successful results, especially in Class I cases. 

In the permanent dentition two courses of 
treatment are open to us, firstly, extractions 
with or without removable appliances and, 
secondly, extractions plus active orthodontic 
treatment. It is with the various aspects of 
this latter type of treatment that this lecture 


is concerned. 


EXTRACTION OF TEETH. 


The actual teeth to be extracted, in this 
method of treatment, are more or less agreed 
upon and depend on the condition of the first 
permanent molars and the extent of crowding 
of the mandibular incisors. Some difference 
of opinion does occur, however, upon the 
extent of closure of the bite resulting from 
the removal of either bicuspids or molars. 

The removal of the four first bicuspids is 
a solution advocated if the first permanent 
molars are not carious or heavily filled and 
the lower anterior teeth exhibit a certain 
degree of crowding. If, however, these 
incisor teeth display irregularity the 
extraction of the mandibular second bicuspids 
is to be preferred. 

While this method is to my mind _ ideal 
there are many orthodontists who conside: 
that far less closure of the bite occurs with 
the extraction of the four first permanent 
molars. 

A cursory study of the mandibular move- 
ments, in an edentulous patient, would seem 
to indicate that any slight closure of the 
jaws in the tuberosity region would be mag- 
nified enormously in the anterior region. 
Hence, it seems only reasonable to suppose 
that, if a closure of the bite does occur with 
a bi-lateral extraction of a tooth in both jaws, 
the distance from nasion to gnathion would 
more likely be affected by the removal of thos« 
teeth furthest away from the line N-Gn. 

A study of the biting force charts, plotted 
from gnathodynamometer readings by Worner 
and Anderson,'® would seem to indicate that 
an additional twenty pounds biting force can 
be exerted by the first permanent molars ove? 
and above that recorded by the first bicuspids; 
hence it would seem that if the best functional 
result is desired of our orthodontic cases the 
six year old molars, which yield the maximum 
biting foree, should be kept intact. 


: 
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Throughout this paper, unless 


first bicuspids the teeth chosen to 


extracted. 


are 


RETRACTION OF CUSPIDS. 


This phase of the treatment is not 
commenced until the application of the 
.021” x .025” edgewise arches, in both the 
mandibular and maxillary dentures. Distal 


tipping bends are incorporated in the 5, 6 and 
7 regions and stops are bent approximating 
the buccal tubes, in an endeavour to prevent 


any mesial migration of the posterior 
segments. 
Numerous methods have been devised for 


carrying out the retraction of these teeth and 
in no other orthodontic problem has there been 
such originality of design. The underlying 
basis of each method however, is to exert a 
constant force along the line of the archwire 
in an endeavour to retract the cuspids in 
between the two cortical plates of bone. 


The efficiency of these auxiliaries has, for 
the most part, been gauged by the rapidity 
with which the distal movement of the 
cuspids has been brought about, without any 
consideration being given to the fact that 
the larger the force the more likelihood there 
is of the somewhat inadequate anchorage 
breaking down. No attempt has been made 
to estimate the amount of force exerted by these 
appliances or, for that matter, how little 
pressure is required to bring about the distal 
movement of one tooth. 


One of the original methods devised for the 
retraction of the cuspids is the U-shaped 
traction spring attached to the cuspid band. 
The free end of this traction spring is bent 
in the form of an eyelet and is made of such a 
length as to extend just below the location of 
the archwire. 


This auxiliary has two main advantages, 
firstly, no soldering to the arch is required 
and, secondly, by bending the free end buccal!y, 
so that it presses against the arch wire, it 
be used to 


can rotate or move the canine 
lingually once it is free from the lateral 
incisor tooth. 


Another device frequently used for the 
retraction of these teeth is the “safety pin” 
spring. This spring is soldered to the gingival 
portion of the archwire and contains either a 
single or a double safety pin bend. The free 
end, which is formed in the shape of an 
eyelet, occupies a position just occlusal and 
lingual to the arch wire, as shown in figure 1. 


otherwise 
specified, it will be understood that the four 
be 


v 


Fig. 1.—Single and double retraction springs. 


Coil springs may also be used to advantage. 
In the mandible, distal movement of the 
cuspids is brought about by a continuous coil 
spring segment being placed, on the arch, 
between the cuspid brackets. In the maxilla, 


however, small segments of coil spring are 
used, these being activated through the 
medium of stops, soldered to the arch distally 
to the laterals on either side. 

Many operators, particularly those asso- 
ciated with the Tweed school of thought, 
prefer to retract the cuspids through the 
medium of partial edgewise archwires. 


Numerous types of spring loops have been 
incorporated into these arch segments, a few 
of which are illustrated below. (Fig. 2.) 


The main disadvantage of this technique 
lies in the depression of the second bicuspids. 
This is prevented, for the most part, by the 
use of vertical elastics adjusted from the 
upper to the lower loop. Once this depression 
has occurred, however, considerable difficulty 
is experienced in completely eradicating it 
from the line of occlusion. 


/ 
\ 
\ 
\ / \ 
Fig. 2.—Partial archwires 


Other operators have devised partial arch 
wire segments constructed of stainless 
teel wire, used in conjunction with the con 
tinuous edgewise arches These archwires, 
two of which are shown in figure 3, are 


Partial archwires ised in conjunction with 
continuous arches 

adapted to fit around the buccal tubes 

beneath the distal end of the archwire, and 


are activated through the medium of ligatures 
ed to a staple on the disto-gingival border 
band. 


of the cuspid 


\ further type of partial archwire has been 
endeavour to bring about a 
of the  cuspids. This 
segment of .016" stainless 
a way that 


designed in an 


bodily movement 
of a small 


archwire conformed in 


consist 


steel such 


t passes beneath the occlusal and gingival 
bracket wings. The free end passes mesially 
over the gingival tissues. This auxiliary ts 


activated by a ligature tied to a spur which 
to the to the second 
figure 4, 


soldered arch mesial 


illustrated in 


bicuspid, as 


} Partia archwir passing beneath eclusal ane 
bracket 
The above eleven methods illustrate how 
diverse are the opinions of orthodontists as 
t the best means of bringing about this 
particular type of tooth movement 
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RETRACTION OF INCISORS. 


When 


their 


destination and have been given a mild distal 


the cuspids have arrived at 
inclination the retraction of the incisor 


should be commenced. 


Perhaps the most common method of carry- 
ing out this procedure is by the use of the 
double vertical spring loop. These loops are 
incorporated in the edgewise archwire and are 
located as close to the distal edge of the lateral 
incisor brackets as is practical. The appliance 
is activated by means of ligatures that pass 
from traction spurs, soldered to the archwire 
mesial to the anchor teeth, backward round 
the posterior end of the buccal tube. 


axial 
teeth 


Three points should be kept in mind when 
using this appliance: firstly, the distal tipping 
bends in the buccal segments of the archwire 
should be located as close to the distal bracket 
wall as possible; secondly, the anterior leg 
of the vertical loop should be shorter than 
the posterior one; and lastly, if the incisors 
show a labial axial inclination it is desirable 
to round off the edges of the archwire in the 
incisal area. 

The vertical spring loops, on either side of 
the denture, are alternatively reactivated until 
the spaces between the cuspid and lateral 
incisors are closed, 

A second method of retracting the incisors, 
following the distal movement of the cuspids, 
is as follows: 

An .0215” x .028"stabilising maxillary arch 
is adjusted passively to the maxillary denture. 
The distal tipping bends are slightly increased 
and the arch is ligated into position. 

An .020" arch is adjusted passively to the 
mandibular denture with the distal tipping 
bends incorporated just distal to the bracket 
markings. 

Class HI elastics are now commenced, with 
a head-cap on the maxilla to give added 
stabilisation, to move the mandibular incisors 
into contact with the cuspids. The cuspids 
and incisors are then moved further distally 
into their correct positions. 
then removed and 
arch in the maxilla 
in the mandible. 


These archwires 
replaced with an 
and an .0215" x 


are 
020" 
O28" 

Class II elastics are now worn carrying the 
maxillary incisors, and then the cuspids with 
them, as far distally as is desirable. Head- 
gear is used at night on the maxillary denture. 

In most cases the mandibular incisors and 
cuspids are now in their correct relationship 
to basal bone but there exists a space between 
the canines and second bicuspids. To over- 
come this the archwire should be repeatedly 


4 
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tied back, thus bringing about a lingual move- 
ment of the incisors and a mesial migration 
of the posterior teeth. If, however, spaces 
still exist these can be eliminated by the use 
of two new .021” x .025” archwires in which 
are incorporated’ vertical spring loops 
between the cuspids and second bicuspids on 
each side. The anterior legs of these loops 
are made shorter than the posterior ones to 
reduce the overbite, but no distal tipping bends 
are made in the cuspid, bicuspid, or molar 
areas. Complete closure of the spaces is 
effected with these archwires, and correct 
axial inclinations are minor adjustments 
properly perfected. 
APPROXIMATION OF BicuspPIp 
APICES. 


CUSPID AND 

At this point in treatment, even though the 
axial inclination may appear to be correct 
in the cuspid and premolar areas, X-rays 
will show the apices of these teeth to be far 
apart. It is thought by many that, unless 
some approximation of the roots of cuspid and 
second bicuspid is brought about, these teeth 
wil: tend to separate once the appliances are 
removed. One method of achieving this apical 
approximation is to adjust safety-pin sectional 
archwires between the cuspids and second 
bicuspids of both dentures. These are made 
of .021" x .025” arch material and should be 
adjusted passively as far as the bucco-lingual 
relationship is concerned. In each case a 
figure-of-eight ligature wire connects. the 
brackets of these two teeth, thus holding the 
crowns in contact so that all the action of the 
safety-pin archwire will be received on the 
roots. This adjustment is continued until 
there is a slight mesial axial inclination of the 
cuspids and a slight distal axial inclination 
of the second bicuspids, thus assuring a close 
approximation of the root apices of these two 
teeth. 


Safety pin 


Fix. 5 sectional archwires. 

A second technique, devised by Strang, to 
bring the apices of the cuspids and second 
bicuspids together, is as follows:—Tip-back 
bends are made in the molar and bicuspid 
regions in the usual manner. The first bend 
mesial to the bicuspid is likewise normal, 
but the second one, which is directed occlus- 
ally, is reduced in degree to the extent of 
five-sixths of the previous amount. Thus the 
canine bracket area will no longer be parallel 


to the molar and premolar bracket areas, but 
will have a gingival deflection. Mesial to the 
cuspid bracket the first bend is made occlusally 
at an angle of 45 , the second one being in a 
gingival direction of such a degree as to 
restore a uniform horizontal alignment of the 
archwire in the incisal area. This archwire 
adjustment is illustrated in figure 6. 


Fig. 6 Archwire modification to bring about apical 


approximation of cuspid and second bicuspid, showing 
initial and final archwire adjustments. 


When this wire is placed in the mouth it 
will be noticed that it is harmonious with 
the planes of all the bracket slots except those 
of the cuspids. It will cross the cuspid bracket 
slots in such a manner as to activate a reduc- 
tion of the distal axial inclination of these 
teeth. By gradually increasing the angle of 
the bends that are posterior and anterior to 
the cuspid teeth, a mesial axial inclination will 
be evolved for these dental units. 


If the crowns of the cuspid and second 
bicuspid teeth show any tendency to separate 
during this adjustment, a figure-of-eight 
ligature should be placed on their brackets 
and strongly tightened. 


While both of these methods, from a purely 
mechanical standpoint, ar efficient, it 
must not be forgotten that any upset in the 
physiological muscular balance will tend to 
bring about a relapse, in spite of all the 
precautions to the contrary. 


If the case is a Class I malocclusion the 
treatment is now complete. In Class II cases, 
however, the distal movement of the maxillary 
teeth en must now be begun. 


most 


TREATMENT OF CLASS II CASEs. 

While the above form of treatment is applic 
able to Class II cases, it is highly desirable 
to commence Class II intermaxillary elastic 
traction before the spaces on both dentures are 
completely closed. This can safely be done 
when the incisors are nearly in contact with 
the cuspids in the mandibular denture. 


= 
é 
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A preferable method, however, is the 
plete closure of the maxillary spaces by the 
distal movement of the cuspids and the lingual 
movement of the maintaining the 
maxillary molars and premolars as stationary 
ible. These posterior teeth may be held 


com- 


incisors, 


aS poss 


n position either by the use of occipital 
anchorage or by the insertion of an acrylic 
denture In this way the incline plane 


relationships of the posterior teeth are greatly 
much by the added distal 
maxillary teeth as by the 
the molars 


mproved not so 


movement of the 


} 


mandibular 


mesial movement of 


and second bicuspids. 


are of the 
relationship 
over- 


orthodontists however, 
that the Class II molar 
corrected, or somewhat 


Some 


opinion 


hould be 


corrected, before the extractions are carried 
out This method would entail the building 
ip of a dynamic stationary anchorage in the 
mandible prior to the use of Class II elastics, 
thus prolonging the length of treatment to the 
extent of approximately three months. The 
use of the Brodie type of mandibular 
. anchorage might be a useful adjunct in this 
technique as no anchorage “build-up” is 
required, and if any mesial migration of the 


. mandibular denture should occur it will be 
overcome by the extraction of teeth at a later 
date 


TREATMENT OF CLASS III] CASEs. 


The extraction of teeth in Class III cases is 


usually limited to the mandibular incisor 

i region. This is due to the fact that the 
mandibular incisors are usually overlying 

basal bone and in lingual axial inclination, 

r. while the bone covering the lingual surface 
of their roots is extremely thin. Hence, any 


great degree of lingual movement of the four 
mandibular teeth, made necessary by 
the extraction of the two first bicuspids, is 
accompanied by tissue destruction 
margin. 


apt to he 
at the 


lingual gingival 


EXTRACTION OF FIRST PERMANENT MOLARS IN 
Crass I & Crass Il CASEs. 


The 


molar 


extraction of the four first permanent 
means an uncommon 
The treatment, under 
these consists of the distal move- 
ment of the maxillary posterior segments 
carried out through the medium of Class II 
elastics and distal tipping bends. These bends 
are incorporated in an .021° x .025” maxillary 
arch, which extends as far distally as the 
second bicuspids on either side, the maxillary 


teeth 1s by no 


procedure in these cases 


conditions, 
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second permanent molars being left out of the 


“set up” until the distal movement is 
complete. 
The alignment of the mandibular incisors 


and bicuspids is brought about solely by the 


ligation of the continuous archwires, if the 
malocclusion is not too excessive, or by the 
use of distal tipping bends and extra-oral 


anchorage. The mesial migration of the man- 


dibular second molars is accomplished, to a 
large extent, through the medium of the Class 
II elastics. 


CONCLUSION, 


This lecture has shown that much thought 
has been given by practising orthodontists to 
the design and elaboration of fixed orthodontic 
appliances. It might be asked have we 
reached the peak of their complexity? Would 
further research along these lines be to our 
advantage? Or should our talents be directed 
rather towards a simplicity of apparatus, to 
the benefit of both patient and operator? 
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INTRODUCTION : 


Recent research concerning the problem of 
dental caries control and of the process of 
the disease itself has progressed into ever 
narrowing and more speculative channels, and 
the assessment and application of this new 
knowledge is a task for which the busy dental 
practitioner has little facilities or time to 
undertake. 


It is from this point of view that this paper 


has been written, to outline the basis and 
assess the efficacy of measures for dental 
caries control, which been recently 
developed. 


These will be dealt with in three sections: 
A. Fluorides. 
B. Carbohydrate reduction plans. 


C. Ammonium compounds in mouthwashes 
and dentifrices. 


A. FLUORIDES: 


(1) Artificial fluoridation. 

During the last ten years or so an ever 
increasing body of evidence has been accumu- 
lating, to show that there is a relationship 
between the fluoride content of drinking water 
and the dental caries experience of persons 
who use this water continuously during the 
developmental period of the teeth and that, 
furthermore, this relationship is an inverse 
one, the dental caries experience decreasing 
as the fluoride concentration of the water 
increases. The fluoride-caries hypothesis has 
received support from epidemiological investi- 
gations all over the world'-°. In Australia, 
where there are extensive fluoride-containing 
bore waters, particularly in Queensland, there 
has also been reported a lowered incidence 
of caries in the persons who use fluoride 
waters than individuals who use fluoride-free 
waters.” 

In the United States of America, the Public 
Health Service has conducted a most thorough 
series of epidemiological studies in carefully 
selected population groups. In order to ensure 
that, as far as possible, the only varying 
environmental factor was the fluoride content 
of the water supply, the children selected had 
to have been continuously exposed to the water 
for the first eight years of life. The 12-14 
year age group was selected, as most of the 
permanent teeth are present at this age. 


Practical Methods of Caries Control* 


Noe/ D. Martin, M.D.S. (Syd.). 


White children only were examined to exclude 
racial caries differences, and such factors as 
the number of hours of sunlight and the foods 


eaten and the amount of dental care of the 
children were all taken into consideration. 


The most recent report’ of these epidemio- 
logical investigations show that 8,576 children 
in twenty-seven cities in eight states have 
been examined and the dental caries experi- 
ence related to the fluoride exposure and dental 
fluorosis. (Table I.) 


It can be seen from the table that increasing 
the fluoride content above 1.0 p.p.m. produces 
little lowering of caries incidence, but it does 
increase the degree of dental fluorosis. 

From a public health point of view this 
finding is most important because it shows 
that the immunity to caries produced by 
fluoride occurs at a level (1.0 p.p.m.) of fluoride 
in water which does not produce any notable 
degree of dental fluorosis.*+ 

This evidence suggests a practical measure 
for the partial control of dental caries by the 
fluorination of domestic water supplies. In a 
previous paper® the public health aspects of 
water fluorination were discussed and it was 
shown that both experimental and epidemio- 
logical investigations indicate that at low 
levels of fluorine intake (below 4.5 mgs. per 
day), the greater part of the fluorine is 
excreted in the urine, and below 3 mgs. per 
day, no measurable storage occurred, and thus 
no cumulative toxicosis would result. Further- 
more, it was pointed out, as had been done by 
Dean'®, that many hundreds of thousands of 
people in the United States of America had 
used high fluoride waters (over 1.0 p.p.m.) 
for up to sixty years and had shown as a 
result only a very desirable decrease in dental] 
caries experience. 

Accordingly, in the United States and in 
Canada experimental studies have been estab- 
lished in the artificial fluoridationt of public 
water supplies, to determine whether fluorides 
added artificially to water would produce the 
same effects as those which occur natural'y 
in water. McClure'! has shown by metabolism 


*Read at the 12th Australian Dental Congress, Sydney 
August, 1950 
tAt a level of 1.0 p.p.m. (F) in water, 10°, of popu- 


lation using the water have white spots on the teeth 


tThe term “fluoridation” is to be preferred to ‘‘fluor- 
ination” as the former connotes the addition of a fluoride 
to a water, while the latter signifies the addition of 
fluorine. Analogously, the term chlorination refers to 
the addition of the gas chlorine directly to the water 
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FABLE I 


intnar f dental eartes and fluorosis findings im 8,576 selected white school children 12-14 


states in relation to fluoride 


Clinteal Water supply 


Chaldies Caries experience in Per cent, 
(it permanent tee th children with Fluoride, 
fluorosis p-p.m. 
Per cent Number pet 


with mone 100 childre 


Hereford, Texas 38.3 147 3.1 
Colorado Springs, Colo 404 IRS 246 73.8 2.6 
(Galesburg, 273 27.8 236 47.0 1.9 
Maywood, 29.8 33.3 
Moline, 152 20.4 31.6 
Johet, Hl 447 18.3 25.3 1.3 
\urora, 633 23.5 15.0 1.2 
Kewanee, 123 17.9 
Vieksburg, Miss 72 8.7 11.0 0.2 
Nashville. Teas “4 Oo 
7 8.3 0.2 
Pueblo, Col th 6.5 0.6 
Marion, 263 6.1 O4 
Migan, 403 11.4 4.2 O5 
54 2.2 2.2 0.3 
Zanes on 50 L5 0.2 
Escanaba, Mich 270 1.1 1.i 0.2 
Portsmouth, 1.3 1. | 
Middletown, Ohio 370 0.2 
Oak Pact 329 4.3 
Kikhart. Tad 278 1.4 
Waukegan, $23 3.1 
Michipan City, Tne 236 oo od 
Ke West, Fla Ow oo 


“There as both presumptive and direct evidence that these water supplies contamed about 1.5 p.p.m, 


of thuomde prior to a few vears apo. 
** Average of tive water samples from cisterns considered typical of those used by most Key West 


inhabitants 


tudies that fluoride added to drinking wate! as an indication of the effectiveness of this 


excreted in the same manner as that which method of caries control. 
naturally oceurs in water and he concludes In 1947, there were six fluoridation projects 
that “a domestic water supply to which in progress in North America and five expected 
odium fluoride is added to give a fluorine con to commence as soon as equipment had been 
tent of 1.0 p.p.m. or less fluorine would not installed.” In June, 1949, Bull'’ reported 
appear to create a public health hazard of that in Wisconsin alone there were five cities 
cumulative toxie fluorosis.” Thus, laboratory fluoridating their water supplies and twenty- 
vidence indicates that fluorides either natural three more cities installing equipment to do so. 
r artifical have the same effects, but added The results of water fluoridation § at 
to both the evidence of laboratory research and Sheboygan, Wisconsin, have been reported by 
inimal experimentation, progress reports from Bull'* for the first three year period of the 
areas where artificial fluoridation has been project, and the eftect of the fluoride on the 
ntroduced, indicates that there has been a younger children, 5-6 year group, is most 
marked lowering of dental caries « xperience marked. In this group the D.E.F. teeth 
and also a decrease in the Lactoebacillu (Decayed, Extracted or Filled), per child have 
acidophilus content of the saliva'?. Some of decreased from 4.8 to 3.4, a decrease of 28%. 


| 

: Ss the experimental projects have now been in The D.M.F. teeth (Decay, Missing or Filled), 
1 progress five years, and although the projects in the 9 year group have decreased from 3.03 
b 2 are planned for a 12-15 year period, this to 2.46, a decrease of 187, and in the 12-14 


lowering of dental caries rate may be taken year group, the D.M.F. teeth have decreased 


La 

‘ 

| 
— = 
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from 8.54 to 6.92, 
from other areas also show that 
downward trend in dental caries 
after artificial fluoridation. 


a decrease of 19°-. Reports 
there is a 


experience 


Taylor's in 1949, has reported, after a 
twenty-nine month period of fluoridation, a 
23°. reduction in decay rates of permanent 
teeth in children at Marshall, Texas, and a 
47°; reduction in caries rate (D.E.F. teeth) of 
the deciduous teeth. From Brantford, Ontario, 
there has been reported a 45‘, decrease in the 
decay rates of deciduous teeth and a 
decrease in permanent teeth decay rates after 
three and one half years of fluoridation! 

At Newburgh, New York, where water 
fluoridation was commenced in June, 1944, the 
greatest benefit conferred by the fluoride is to 
the younger age groups (deciduous teeth) due 
to the fact that the fluoride is ingested during 
the period of formation of the teeth, but Ast 
et al.’® state, “The D.M.F. rate for permanent 
teeth shows a consistent downward trend in 
Newburgh, from 21.0 to 14.8 per 100 per- 
manent teeth.” This is a reduction of 30°; 
in the rates of decay for permanent teeth. 


22% 


It is apparent even at this stage that if 
these present trends, i.e., the lowering of the 
dental caries experience of persons using arti- 
ficially fluoridated water continue, then a 
practical and economical measure for the 
partial control of dental caries has been found. 
A consideration of the natural fluoride balance 
which exists in the body when the level of 
fluoride intake is low (up to 3 milligrams of 
fluoride per day) will show that there is no 
danger of a cumulative toxicosis resulting 
from storage of excess fluoride in the skeleta! 
tissues”. 

On June 22, 1950, the United States Public 
Health Service issued the following statement: 

“Preliminary data suggest a lowered 
amount of dental caries following fluorida- 
tion of a public water supply. Although 
evidence is rapidly accumulating, the con- 
trolled studies now being carried on should 
be continued and others as may be neces- 
sary inaugurated. 


“In order to utilize this preventive at 
the earliest possible moment, formulation 
of plans for fluoridation of public wate: 
supplies as a procedure for the partial 


control of dental caries may be encour- 
aged, subject to the approval of the State 
and Local Health Authorities’, 


From an engineering aspect there are no 
difficulties regarding the addition of fluoride 
to a water supply of any size. The cost of 
such a project is about 10 cents per person a 


year, but with the introduction of sodium 


fluoride to be instead of 
fluoride the cost will be much less! 


silico used sodium 


Water fluoridation must not become a health 
measure that is withheld from the community 
because of unwarranted professional sceptic- 
ism, held in spite of a great bulk of reliable 
experimental and epidemiological evidence. 


(2) Topical application of fluorides. 

After the epidemiological evidence of the 
fluoride-caries relationship was established, 
studies in the nature of the mechanism of the 
inhibitory effect of fluoride on caries showed 
as a result of animal and laboratory experi- 
ments that the effect could be due to an 
increased fluoride content of the enamel. 


When enamel was exposed to solutions of 
fluoride salts it absorbed fluoride and acquired 
both anti-enzymatic activity and increased 
resistance to acid action. As a result of these 
findings series of experiments in topical appli- 
cation of fluorides to the teeth were begun, 
the first using large groups being that of 
Knutson and Armstrong!* in 1942, which was 
continued for three years. 


A consistent reduction, averaging 40‘, , was 
shown each year in the incidence of caries 
in those teeth which were treated by 
fluoride!®. 

The widespread nature and intensity of 
these studies is illustrated by the statement 
of Kroschel*’. 

“After more than eight years’ research 
with more than 15,000 children in various 
sections of the United States it became 
increasingly apparent that topical appli- 
cations of a 2‘ sodium fluoride solution 
to the teeth of children are a practical 
and effective method for reducing the 
incidence of dental caries.” 

Although the mechanism of this inhibitory 
action of fluorides on dental caries has not 
been fully elucidated, the enamel after treat- 
ment with fluoride acquires a hardness, an 
acid resistance, and an anti-bacterial property 
which it did not possess previously. 

Phillips and Swartz?! have recently pointed 
out that enough of the mechanism is known 
to make topical application of fluoride a 
standard procedure in preventive dentistry. 

“The effectiveness of fluoride com- 
pounds in reducing enamel solubility and 
inhibiting dental caries has been so well 
established that the topical application of 
sodium fluoride is now an everyday pro- 
cedure in the dental office.” 

At the present time the most acceptable 
technique for the application of sodium fluoride 
solution is that described by Knutson??. The 


> 
age 
| 
: 
Bs 
of 


nitial prophylaxis is a most important step 
as the efficacy of the procedure is halved if 
this be omitted 

Technique oft applieation of solution 

1. Prophylaxis. “The first step in the topi- 
cal application of sodium fluoride described 
here consists of a thorough cleansing of the 
coronal surfaces of the teeth. Only the first 
in the series of four applications is preceded 
by dental prophylaxis.” 

2, Isolate the teeth with cotton rolls. “The 
cleansed teeth are blocked off or isolated with 
No. 2 cotton rolls When the cotton rolls are 
positioned properly they are clear of the teeth 

» they do not absorb the applied solution.” 

}. Dry the surfaces to be treated. “After 
the teeth have been isolated with cotton rolls 
they are dried with compressed air.” 


1. Application of solution. “The fourth 
step in the procedure consists of applying a 
2 per cent. solution of sodium fluoride 


(C. P. sodium fluoride in distilled water) to 
the dried enamel surfaces of the teeth. A 
cotton applicator may be used. When the 
olution is applied properly it visibly wets 
all surfaces, including the interproximal 
surfaces The applied solution is permitted 
to dry in air for approximately three minutes. 
On completion of the procedure, the mouth 
may be rinsed with water.”’ However, rinsing 
with water is not an essential or important 
part of the procedure and may be dispensed 
with if desired. 

The second, third and fourth applications 
of the solution of sodium fluoride are made at 
intervals of approximately one week. 

Knutson has suggested that these treat- 
ments be given at the ages of three, seven, 
ten and thirteen as the prophylactic effect of 
the fluoride will last during the subsequent 
three-year period. 


B. CARBOHYDRATE-REDUCTION PLANS 

The control of rampant dental caries is an 
individual problem, as distinct from the pre- 
viously suggested mass control method of 
water fluoridation, and it is, accordingly, made 
difficult by the fact that the individual per- 
sonally has to co-operate actively and 
extensively in this programme. 

For this reason it is only practicable to ust 
this method of carbohydrate restriction in 
cases of rampant caries where the patient 
runs the risk of losing all the natural teeth, 
not in a patient who develops one to two 
newly carious tooth surfaces per year. This, 
of course, does not mean that carbohydrates 
should not restricted by all caries- 
susceptible persons but not so completely, not 
associated with salivary lactobacillus counts, 
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as is recommended in the periodic restriction 
of carbohydrate for the control of dental 
caries. 

This method of caries control is based on 
the clinical observations that in caries-active 
patients the L. acidophilus index is high 
and the sugar consumption is likewise high 
and that, following the reduction of the 
refined carbohydrate in the diet, there is a 
lowering of the lactobacillus index and a 
decrease in dental caries frequency. 
There are several methods for reducing the 
carbohydrate intake and one has been devised 
by Jay**. This consists of a series of diet 
plans in which the carbohydrate content of 
the diet is initially reduced to below 100 grams 
per day by the elimination of sugar, bread, 
potatoes and the higher carbohydrate fruit 
and vegetables for a two-week period. At 
the end of each dietary period, a lactobacillus 
count is made and the patient instructed to 
change to the succeeding diet plan. The care- 
ful following of the diet plans in nearly all 
cases leads to a very marked decrease in the 
lactobacillus count. After this period, whole 
meal bread to the extent of six slices per day, 
fruit and vegetables, including potatoes, are 
introduced in desirable amounts, but no sugar 
is included in the diet either free or in food 
preparation at this stage. During the third 
period the plan of the second period is con- 
tinued but sugar is introduced at one meal 
per day (about one teaspoonful). 

If the lactobacillus count does not increase 
after two weeks on diet plan “three” then the 
diet is unrestricted. Jay? reported that ‘n 
a group of 809 cases, 83.4‘. show marked 
reduction in lactobacillus counts after com- 
pleting diet plan “one” and that 75-80‘. of 
cases, after the completion of the entire plan, 
can maintain low lactobacillus counts on an 
unrestricted diet. 

Becks** reports similar results from a pro- 
gramme of carbohydrate restriction, for in a 
group of 665 co-operative patients, a reduction 
in oral lactobacilli and a decrease in caries 
incidence occurred in 88.4‘. of cases. 

In the dietary plan suggested by Becks, 
however, carbohydrate is not so drastically 
reduced as in Jay’s procedure, the patients 
being impressed with the necessity of eliminat- 
ing excessive refined sugars and _ refined 
flour products’**. Fresh fruit was to be con- 
sumed only once daily and at breakfast time. 
The calorific requirement of the dietary was 
supplied by protein and other foods of low 
or negligible carbohydrate content. 

Becks emphasises that this method of caries 
control is completely practical, but that per- 
sonal contact and explanation to the patient 
of the procedure are necessary to obtair 
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that the plan 
a drastic 
sub- 


satisfactory co-operation and 
when followed closely resulted in 
decrease in the lactobacillus index and, 
sequently, a decrease in the amount of newly 
carious tooth surfaces. 

Following the plan of 
Permar?® found that oral 
able to be reduced by carbohydrate 
tion in a 559 which 
investigated over a three year period. 

The majority of the patients referred to in 
the report of Kitchin and Permar were the 
patients of private dentists. Laboratory re- 
ports were sent to the dentists and the diet 
plans were transmitted through the dentists. 
The fact that the dietary contro! was effective 
n these circumstances indicate that this 
method is a practical and efficacious measure 
for the control of rampant dental caries. 

AMMONIUM COMPOUNDS IN MOUTHWASHES 
AND DENTIFRICES: 

Although the ammonia content of the saliva 
has been investigated for many years and its 
‘aries-inhibitory action as a_ buffer 
acid formation by bacteria 
years that 


Jay, Kitchin and 
lactobacilli were 
restric- 


cases they 


series of 


possible 

r inhibitor of 
suggested, it is only during recent 
an apparently specific inhibitory action of 
ammonia on the L. acidophilus has been 
brought forward as an alternative mechanism 
whereby ammonia may _ influence caries 
susceptibility. 

The use of ammonium compounds in denti- 
frices and mouth rinses is correspondingly 
based on either of these mechanisms. 

In 1934, Grove and Grove?" suggested the 
use of a mouth rinse of ammonium hydroxide 
to be used to reduce caries susceptibility be- 
cause they believed that there was a greater 
concentration of ammonia in the saliva of the 
caries-immune person. 

It was not until 1943, however, that 
Stephan?’ showed that concentrations of urea 
from 40° to 50°. applied to mucinous plaques 
would markedly inhibit acid production and 
the pH drop produced by a glucose mouth 
rinse. This effect of urea may be threefold: 
(i) The enzyme urease converts the urea to 
ammonium carborate which neutralises acid 
produced, (ii) urea inhibits glycolysis, (iii) 
urea denatures protein and may have a direct 
effect on bacteria and mucin. 

In 1949, Henschel and Lieber®* reported the 
results of a clinical trial of a high urea 
(22}4':) dentifrice on a group of 100 patients 
and they observed a reduction of 37.547 in 
new carious tooth surfaces over a two year 
period. The authors themselves are in doubt 
as to whether the dentifrice caused the reduc- 
tion in caries, or whether it was “enthusiastic 
oral hygiene” which will of its own accord 
materially reduce caries incidence. 

A different application of urea is in the 


detergent) urea mouthwash advocated by 
Goodfriend?*, The composition of the mouth- 
wash is “40 grams sodium alkyl arylsulfonate, 
80 grams urea, 1 drachm of flavouring and 1 
grain of colour to 1 gallon of pure water.” 

Over an eight year period on a group of 
186, patients who were being treated for bite 
abnormalities showed a reduction in 
incidence of 75‘. as compared with a similar 
group of patients in the previous eight year 
period. 


caries 


The detergent is combined with the urea in 
order to reduce the surface tension of the 
solution and allow it to impregnate the plaques 
and other fermentable debris on the teeth. 

It is very likely that the regular use of a 
detergent mouthwash would constitute good 
oral hygiene, even apart from the possible 
therapeutic effects of the urea, and reduce the 
incidence of dental caries, but there have been 
to date no other clinical trials which confirm 
these findings. 

The investigations which appear to give 
support to the hypothesis that ammonia will 
decrease caries susceptibility is the work of 
Kesel*’ who found that the saliva of caries 
immune persons developed after incubation for 
seven days a maximum inhibitory effect on 
Lactobacillus acidophilus. This inhibitory 
factor was found to be ammonia, and when 
ammonium compounds were added to the bac- 
terial cultures they produced the same degree 
of inhibition as the naturally-formed inhibi- 
tory factor. 

The first dentifrice contained only dibasic 
ammonium phosphate and in a clinical trial 
cn a small group of subjects resulted in a 
decrease in lactobacillus counts. 

In order to prevent glycolysis, urea was 
added to the dibasic ammonium phosphate, 
and it was found experimentally that urea and 
dibasic ammonium phosphate had a syner- 
gystic effect which was much more marked 
than that possessed by either substance alone. 

Thus the ammonium ion toothpowder con- 
taining 5‘; dibasic ammonium phosphate and 
3°. urea originated. In a limited clinical trial 
on a group of 55 patients (10 patients being 
a control group), after two years there were 
33 patients remaining, 19 of the group had 
developed no new caries and 14 developed an 
average of 1.5 new carious surfaces. No con- 
clusions can be drawn from this survey 
because of its size and lack of adequate 
controls as Kesel*® admits. A further inves- 
tigation is planned to test the efficacy of this 
ammonium urea dentifrice. It would appear 
from the initial clinical investigation that 
there is lacking a clinical effect on the dental 
caries proportional to the efficacy of the in 
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anaesthetic drug, was 


ynthesised in Sweden by Lofgren and Lund- 
synthesis was the result of in 
vestigation on acetanilide derivatives by Lof- 
1937. During the period 
was clinically tested by 
Gordh, Goldberg and other in Sweden 


named the substance 


hydrochloride.” The formula. is 


+ 


r « diethyl amino 


hyvdroch! ride 
ine which is Its regis 


tered brand name came from the xylide 
grouping. The manufacturers would not wish 
for any association in name with acetanilide 
and its dangerous cumulative side effects in 
gastric disorders, anaemia and so on. Double- 
day' in England has said that the two methy! 
groupings stabilise the acetanilide quite 
effectively and its behaviour seems to confirm 
this. 

Xylocaine is quite different to novocaine 
hydrochloride NH CH N 
(CH H_). HCl—namely para amino benzoy! 
di ethyl amino-ethanol hydrochloride. It cat 
be seen that there is no para-amino benzoyl 
grouping or benzoic acid derivatives. Thus it, 
like nupereaine, does not fall into the usual 
classification of local anaesthetics of: 

(A) Benzoic acid derivatives, e.g., cocair 

and metycaine. 


we 6. A Finn 
acidophilu Howe, 
of ari control mea Sines 
re concerned, Health, 40:716-24, 19 
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in vivo 
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26 xylide hydrochloride 
26 dimethyl acetanilide 
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derivatives, 
pontocaine 


(B) Para-amino benzoic acid 
novocaine, monocaine, 


and butyn. 


Because xylocaine is not a group B type it 
is not prone to the faults these drugs are heir 
to, such as allergies, dermatitis and the sys- 
temic anti-sulphonamide reaction. 


Charter et al.2 have shown that at least 3°. 
of dentists are subject to some form of novo- 
caine sensitivity, usually a dermatitis, and 
unfortunately cases have frequently been re- 
ported of this with all of the Group B 
anaesthetics. I have found no reported cases 
of allergy or dermatitis to xylocaine yet and 
Gruber® states that 90°, of Swedish dentists 
use this in preference to novocaine in general 
practice. 


GENERAL QUALITIES. 


Stability: Xylocaine is more stable in aeque- 
ous solutions than any other local anaesthetic 
including pontocaine. It can be autoclaved or 
boiled in acid or alkaline solutions. Any in- 
stability comes from the associated adrenaline, 
which breaks down on boiling and is unstable 
in solutions of higher pH than 4.0. 


Tissue irritation: This is claimed to be less 
with xylocaine than with novocaine of the 
same pH. Up to & has been used topically 
in eyes without irritation. No clinical signs 
of tissue irritation were observed. 


Hydrogen ion concentration: The pH of 2% 
xylocaine hydrochloride (aequeous) is 6.9. The 
manufacturers claim a stable pH with adrena- 
line of 3.5 to 4.0. This appears rather acid 
but is non-irritart clinically. An American 
check of stock cartridge solutions shows that 
most fresh stock have a pH below 6.0, with 
the older solutions gradually falling to a pH 
of 4.0, if there is a content of adrenaline and 
sodium bisulphite. 


With adrenaline: Like cocaine, xylocaine is 
a slight vaso-constrictor whereas most local 
anaesthetics are dilators. It is quite com- 
patible with adrenaline, though it can be used 
without. Seldom is there dental use for a 
stronger concentration than 1—50,000 adrena- 
line which produces a very good haemostasis 
and a prolonged duration. For general pur- 
1—80,000 or 1--100,000 adrenaline 
seems indicated. Bjorn and Huldt® found, 
without adrenaline, 70+ success by local in- 
filtration in dentistry, compared with nil 
with 2’, novocaine alone. However, 
the anaesthesia was of short duration but 
eliminated the use of adrenaline in some eases 
of diabetes, thyrotoxicosis and hypertension. 


poses 


success 


Uses: Xylocaine has been employed 
spinal, caudal, peridural routes by local in 
filtration, regional blocks, topically and intra- 
venously as an analgesic. Topically it is a 
strong anaesthetic. Urologists have had good 
success with 2‘, solutions. A maximum effect 
is achieved in 5 minutes. Experiments are in 
progress for its topical use in the mouth as a 
5‘, paste in certain carbowaxes. 

Toxicity: The maximum dose suggested is, 
as for novocaine, 0.5 gm. in 24 hours or 
25 ecs. of 2°, which would he hard to use in 
dentistry. The toxicity in mice was found to 
be equal to novocaine in 0.57 solutions but 
rising to more toxie in All 
observers indicate an extremely low inci- 
dence of toxic effects. When they did 
occur, they consisted of muscle twitches lead- 
ing to convulsions, dizziness, tremors, nausea 
and vomiting. 


side 


I found none so severe and few dental 
observers have. So far as can be ascertained 
only one fatality has been reported in which 
the patient was a shocked, aged, syphilitic 
with aortic insufficiency and a strangulated 
hernia who had an overdose in a caudal block. 
Death followed after brief convulsions. 
Volume for volume there is a slightly highe 
toxicity than novocaine, but since approxi 
mately only half the volume is required with 
xylocaine for the same task the relative 
toxicity is less. 


The New and Non-Official Remedies 1950 
states, “Injection of xylocaine produces more 
prompt, intense and extensive anaesthesia 
than in equal concentrations of procaine. 
Systemic side reactions and local irritant ef- 
fects are rare. Xylocaine provided adequate 
anaesthesia with less fall in blood pressure 
than occurs with better known agents... 

_ Solutions of half strength of those 
used in procaine should provide equivalent 
anaesthetic potency.” 


Potency, quality, spread and onset: Xylo 
caine 2‘. has been classed as similar in depth 


to 2° metycaine or 4°, novocaine and has 


been regarded as more specific for sensory and 
para-sympathetic nerves without 


such a de 
involvement. In the author's 
seems considerably  stronge: 
There is a readily reeceg 
nisable increase in depth and intensity of 
anaesthesia than with novocaine and a more 
rapid onset than with any other loca] anaes 
thesia drug used in dentistry. The ready 
penetration of great spread especially 
in soft tissues, speed and intensity of anaes 
thesia is diagnostic in any comparative 
“blind” test of anaesthetic solutions. 


gree of motor 
experience it 
than 1% cocaine. 


bone, 


4 
Fa 
i 


bb f This dependent on the vaso- 

nstrictor content but with 2 and 
1 40,000 adrenaline compared with 2 novo 
caine with 1—50,000 adrenaline in infiltration 
t generally hour longer and 1 hour in 
regional use Some patients remark on the 
absence f a lingering paraesthesia as the 
inaestne i wear off. 


\ ‘ f approximately $00 patients 
vere treated with 2 xylocaine 1-—-80,000 


adrenaline in private practice and case his 
tories were taken. The patients were chosen 
| f (1) their known history of toxie reactions 


thesia; (2) comparison of pur 


pread 


cal “urate 


volume, onset, intensity or 


thesia; (3) 


post for 


anaes 
(4) an 
subjective 


pee d of pulpal 


thesia or minimum tissue oedema; 


ligent patients’ 
included 


blocks, 
urgical 


inaly af irite 
The 


10 maxillary 


60 mandibular 


30 


fecings CASE 


block 


njections, 12 


intra-osseous 


planned operations, 6 


ertions, 5 acute abces 


mmediate denture in 


everal very old and very young patients, 


and the volume injected varied from 4 to 
10) 
1 had five failures, viz., (a) a maxillary 
block where I could not reach the pterygo 
i valatine fossa; (b) a mandibular block 4 ccs 


failed to achieve pulpal anaesthesia in 7; 


(c¢) incomplete pulpal anaesthesia in 1 afte 

ce. labial infiltration; (d) incomplete after 
’ ces. buceal infiltration for 6 of a large 
nervous Woman with a heavy zygoma; (e) 
’ ees. mandibular block for extraction of 4 


red a further 2 ces 


requi intra-Osseously 


ve troubles were basically nil. 
mentioned slight soreness and 


post-operative oedemas attribut 


anaeshetic solution 


were rare and consisted 


ms 


2 f slight rises in pulse or respiratory rates o1 
: fullness, slight sweating along the upper lip, 
shyht to consicde rable Joss of colour and m 


twitches 


were cor 


ymptoms spicuous by 


FACTORS IN 


1. Use 


half the usual novocaine volume 


their absence and this was often remarked 
n t the patient There wa none of the 
fidgetine yarrulousness or anxiety” state 
associated with cocaine Patients remarks 
neluded ist t long” —“too intense’ 

“spreads t far ‘ depressed” —“no all 
ver weakne pron juickly once it starts.” 

Local INFILTRATION 
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INTRA-OSSEOUS 


or 


mately 


‘TORS IN 


The 


spread of pulpal anaesthesia to ad- 


joining teeth is very great, eg., 1 ce. 
labial infiltration for pulpal anaesthesia 


of maxillary central lateral and cuspid 
and sometimes first bicuspid. 
Onset is almost akin to intra-osseous 
anaesthesia. 

Excellent in acute 


because of less bulk and spread of effect. 


abscess conditions 


REGIONAL USEs. 

Use half accustomed volume of novocaine. 
Onset pulpal anaesthesia 
and 7 


time is halved 


occurring between 15 seconds 
minutes. 

significantly greater occurrence of 
pulpal anaesthesia than with 
especially in the lower incisors 


the supersensitive 


extensive 
novocaine, 
and bicuspids and in 


cervical areas. 
USE. 


found to be 
cocaine 


was approxi- 


with 1 


xylocaine 
equivalent to 1% 


100,000 adrenaline in onset, depth, spread 


and volumes of anaesthesia but with far les: 
toxic side effects and a greater tendency 
(unfortunate in operative work) to spread 
into soft tissue. 


CONCLUSION. 


In the author’s opinion xylocaine is prefer- 


able 
previous 


in general dental practice to any of the 


types of anaesthetic solutions. The 


advantages are: 


2 


Greater stability and can be autoclaved. 

Greater potency. 

Quicker onset and greater spread. 

Longer duration. (Possible disadvantage 

in some cases.) 
slight 

adrenaline ot 


vaso-constrictor and needs 


be used without 


Is a 
less can 
any. 

A good topical anaesthetic. 
Absence of toxic side effects. 
No reported allergies. 

No anti-sulphonamide reaction. 
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Prevention —Patient, 


Dentist, Toothbrush 


Dental Health Education Department 


No dentist or patient can deny in the face 
of clinical evidence the prevalence of gingival 
and periodontal disorders, and the inevitable 
result of the neglect of early signs and symp- 
tons. Patients must realize that for the 
dentist to put in hours of work repairing 
tooth structure and restoring function to the 
jaws is waste of man-hours and money, if 
the patient is not going to co-operate in the 
after care of the mouth. 

Here we come to the real field of prevention, 
and the dentist with his training is best fitted 
to teach the fundamentals of dental care; too 
many dentists are apt to forget that their pro- 
fession expects of them teaching as well as 
treatment. If every dentist gave half an hour 
of his time per day, in three-minute talks to 
ten adult patients, instead of the usual con- 
versation on sport, politics or the weather, we 
would reach an audience that would make any 
propagandist’s mouth water. 

There is no need and, in fact, no point in 
being too technical: the important part that 
each particular tooth plays in the dental 
arch as a whole, and why it is important that 
they preserved or restored, can be ex- 
plained to the patients in a few sentences, 
with their own mouth an illustration or 
model. 

Patients can be 


be 
as 


grouped roughly into two 
sections: (1) those who take an interest in 
the preservation of their teeth for varied 
reasons (health, appearance, comfort, ete.) ; 
(2) those who just couldn’t care less. Both 


should be a spur to the dentist, one to assist, 
the other to convert. 


TUNGSTEN CARBIDE Burs. 


The results of investigations on the use of 
tungsten carbide burs carried out at the 
Prosthetic Department of the Birmingham 
University are being published in a series of 
articles. The authors! consider the manu- 
facture of this type of dental bur of major 
importance to the profession in that it will 
lead to “considerable advances in the technique 
of cavity preparation in terms of speed of 
working, efficiency of cutting and, most impor- 


*Contribution 
Dental Standards 


from the Commonwealth Bureau of 


A.D.A. 


Dental Materials 


Current Notes (No. 9)* 


For too long has the dental profession 
passed on to the advertisers of toothpastes 


the job of teaching the simple rudiments of 


dental health. Much has been brought for- 
ward in these last few years on the import- 
ance of this or that paste, powder or tooth- 
brush, but the one basic factor that stands 
out from all these claims is that the tooth- 
brush, properly used, will prevent at least 
60°, of tooth decay and gingival disorders. 


A technique that will clean the teeth and 
massage the gums, without injury, in the 
least possible time is a good one. If a dentist 
will work out a successful method in his own 
mouth, that is the method he should teach; 
no can teach successfully something in 
which he not wholeheartedly believe: 
that essential of all teaching—sincerity—will 
be lacking. 


one 


does 


before 
mirror and probe, 


Let a patient clean his own teeth 
you, then, with a hand 
peint out in the mouth exactly where the 
cleaning was at fault—a probe full of debris 


speaks louder than words. 


Then, while the patient watches, demon 
strate your method that will clean every 
cleanable surface of every tooth and massage 
the gums at the same time. 


Finally, impress on the patients that they 
should clean their teeth for the same 
that they wash their hands or the eating 
utensils because they are dirty: eating makes 
them dirty so, logically, teeth should be 
cleaned after eating. 


reason 


tant of all, 


an appreciable reduction in pain 
and unfavourable pulp reactions.” 


The first paper contains an interesting 
general history of the development of burs fol- 
lowed by an account of the special nature of 
tungsten carbide and the designs of cutting 
head required as a consequence. A _ brief 
clinical report summarising the findings of a 
number of general practitioners indicated that 
in cutting efficiency tunsten carbide burs were 
“incomparably superior to steel” although 
estimates of the relative life varied greatly. 
Opinion was divided as to the vibration pro- 
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but it 


duced by the bur was pointed out that 
in practice tungsten carbide tools are used at 
considerably higher than steel tools. 


this is applied to dental burs less vibration 


bs peeds 


ill result. 


Carefully conducted laboratory tests by one 


of the authors? confirmed that the heat 
duced in cutting a unit amount of enamel was 
much less in the case of tungsten carbide burs. 
The of the steel burs badly 
mutilated in the first half-minute of cutting 
enamel, greatly reducing their efficiency. On 
the basis of the particular burs used he con- 
cluded: “The tungsten carbide bur cut faster, 
lasted longer, and produced less heat per unit 
of enamel cut than the steel bur.” 


pro- 


blades become 


Mas 


carbide burs have several dis- 
advantages, the chief one being in their cost 
which is much higher than that of steel burs. 
In order to distinguish them from steel burs 
so avoid the risk of discarding them by 
English manufacturer supplies 
carbide burs with gold coloured 
mandrel Another disadvantage, particularly 
in the burs as first marketed, was the fairly 
frequent breaking off of the tungsten carbide 
head from the steel mandrel. The brazing of 
tungsten carbide to steel is not a simple pro- 
evidence that this is now 
Unfortunately the tungsten 
ct itself is very brittle and blades of the 
tend to chip or break off in’ time. 
In some instances this does not seriously affect 
the cutting performance of the burs as remain- 
retain their sharpness, but vibration 


Tungsten 


and 
mistake an 


tungsten 


cess but there is 


being perfected 


material 


ifipy ¢ dy ~ 


will be increased 


associated with the joining cf 
heads to steel and their 
such a small scale are considerable 
that good progress 
a result of close co-operation 
and 


The problem 
rsten carbide 
grinding ot 
and it is gratifying to see 


is be 


between 


ing made as 
members of the engineering 


dental professions 


SILICATE CEMENTS 


The disabilities of 
anter 
Manly 


attempt to 


cements for 
well-known and 
valiant 
properties by vary 
liquid and powder. 
much of the fundamental work on 
industri- 


silicate 
restorations are 
others have made a 
thei 
ing the composition of the 


and 


Improve 


In the past, 


silicate cements has been carried out 


ally without publication, so their results will 
clear the air somewhat, in spite of the con- 
clusion “no composition was found which was 
appreciably superior in properties to repre- 
sentative commercial products.” 


It therefore appears unlikely that there will 
be any reprieve for silicate cements in the 
face of competition from the development of 
self-hardening acrylic resins for anterior 
restorations. 


The effect of loss or gain of water by the 
cement liquid on the properties of dental 
cement is familiar. A recent report* on the 
deterioration of silicate cements in the tropics 
showed that in the high temperatures reached 
under certain storage conditions, loss of water 
by evaporation from the bottles causes delayed 
setting of the mixed cements. The normal 
setting rate could be restored by the addition 
of the appropriate quantity of distilled water. 
It was concluded that either more efficient 
containers or facilities for transport should 
be designed for silicate cements intended for 
tropical use. 


In maintaining the water balance in the 
cement liquid during clinical use in the tropics 
the authors found that the use of a floating 
film of light mineral oil was the most 
adaptable. In this way evaporation or gain 
of moisture is retarded although not com- 
pletely prevented. Care must be taken in any 
climate, humid or dry, to preserve the concen- 
tration of the cement liquid which has been 
adjusted by the manufacturer to give optimum 
results. For most Australian conditions keep- 
ing the bottles well stoppered when not in 
use and making a practice of discarding the 
last 20 per cent. or so of the liquid should 
suffice. 
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Editorial Department 


The Public Dental Health 


Because of the widespread and_ serious 
nature of dental disease, its eradication is 
important in the promotion of the general 
health of the community. 

This problem has become so acute that in 
many countries schemes of national health 
insurance have been advocated and instituted 
to carry out dental services, particularly for 
children. The factors which contribute to the 
difficulty of the position are the shortage of 
trained personnel and the high incidence of 
dental disease. Furthermore, the position is 
aggravated by the increase in the ratio of 
population to dental graduates combined with 
the decline in the admissions to dental schools 
at least in the United States' and the increas- 
ing incidence of dental caries?. 

In New Zealand the solution of the problem 
was thought to be found in a dental pro- 
gramme conducted by the Public Health De- 
partment which operates by entrusting the 
greater part of the dental care of children to 
dental hygienists, who have had a two-year 
training course. 

This scheme of delegating to partly trained 
auxiliaries the operative dental care of 
children is not a method for the control of 
dental caries, because the prevalence of dental 
caries in New Zealand children is high al- 
though many carious lesions have been 
restored®, 

In Great Britain also it is now proposed to 
introduce into the National Health Scheme a 
similar system of dental auxiliaries trained to 
fill and extract teeth, this action being taken 
because of the shortage of personnel in the 
school dental service‘, 

A pertinent comment on this question of 
auxiliaries in the dental health services was 


made by R. G. Ellis in his report to the 
Canadian Dental Association, when he said: 
“The dental profession in New Zealand (and 
Australia) is at this very moment reacting 
violently to the increasing pressure of the 
dental prosthetic technicians for recognition. 

“The politician poses an embarrassing 
question when he asks, ‘If operative techni- 
cians are acceptable for children, why not 
prosthetic technicians for adults?’” 

The approach to the problem of raising the 
national standard of dental health is one of 
research, prevention and education rather 
than the introduction of sub-standard services. 

At the last meeting of the Federation Den- 
taire Internationale in Brussels, June 9 to 17, 
a resolution suggesting this was passed by 
the Executive Council which urged that “all 
nations should utilize such preventive mea- 
sures as the fluoridation of water supplies as 
a means of reducing the incidence of dental 
caries before undertaking programmes that 
would result in emphasis on_ restorative 
dentistry’. 

The reduction in the prevalence of dental 
disease by the utilization of preventive and 
educational measures research  pro- 
grammes will be conducive to the improvement 
of the standard of the public dental health 
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News and Notes 


University of Sydney 

The Senate of the University of 
decided to admit Mr. C. J. 

the degree of Doctor of 
Mr. Griffin submitted a 
Deflection of the 
Septum and Its 
the Teeth” in 
the Doctorate degree 
Mr. Griffin is to be 


achievement 


Sydney 
Griffin, B.D.S., 
Dental 
thesis entitled 
Anterior Part of the 
Relation to 
of his 


Science. 
“The 
Nasal 
Malposition of 
support candidature fo 


congratulated on this 


Professor A. J. Arnott, Dean of the Faculty 
of De ntistry, has been elected a Fellow of the 
Senate for from Ist January, 1952 
This is a fitting tribute to the Dean in respect 
of his academic qualifications and the interest 
he takes in the Faculty of Dentistry and the 
University as a whole. 


two years 


3rd Annual Berkshire Conference 
in Periodontology and Oral 
Pathology 


Division of 
Studies of 


The 
(,raduate 
School will 


Graduate and Post- 
Tufts College Dental 
Third Annual Berk- 
Feriodontology and Oral 
Eastover, a hotel in 
lenox, Massachusetts, June 15 to June 19, 
1952. The conference will consist of four days 
of lectures, and panel discussions 
problems by outstanding 
teachers and clinicians in dentistry, medicine, 
related fields 


conduct the 
shire Conference in 


Pathology at resort 


seminars, 


regarding clinical 


and their 


may be obtained at 
Association, 135 Macquarie 


Further information 
the offices of the 


Street, Sydney. 
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Opportunity tor Practice 


An opportunity exists for a resident dentist 
in the township of Eugowra. The dentist 
would serve the district of Eugowra, which 
includes Gooloogong, having a population of 
3,000. Further details may be obtained from 
the Secretary, Eugowra District Chamber of 
Commerce, P.O. Box 36, Eugowra. 


For Sale 


Ideal residence and surgery available at 
Long Jetty for dentist. Unique opportunity 
in the large and growing district of Tuggerah 
Lakes. Ring Ent. 217. Bob Law, 522 Gosford 
Road, Long Jetty. 


White 
in first-class condition. 


G. SAMUELS, FW 7843. 


Cream reconditioned S.S. 
Ritter motor 


unit with 


A.D.A.-B.M.A. Cricket 


The Annual Doctors vs. Dentists Cricket 
Match for the Shield has been set down for 
the Sydney Cricket Ground No. 2 on Wednes- 
day, 12th March, 1952, at 10.30 a.m. 


This match has been held over a 


of years and has always proved a 
fixture. 


Shield 


number 
popular 


Members are cordially invited to join the 
teams at afternoon tea, whilst those desirous 
of attending luncheon are asked to contact the 
Secretary. 
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Alssociation Activities 


Australian Dental Association 
(NEW SOUTH WALES BRANCH) 


OFFICE-BEARERS, 1951-52. 


Dr. A. G. H. LAWES 


President 


Dr. F. E. HELMORE 


Vice-President 


Dr. E. H. BASTIAN 


Honorary Treasurer 


EXECUTIVE: 


Edney, N. E. 
Finnie, H. McD. 
Fletcher, J. G. 
Gee, E. J. 
Grainger, W. A. 
Hunter, A. G. 


Dr, A. G. ROWELL 


Vice-President 


Krauss, R. 
Leeder, R. G. 
Martin, N. D. 
Norton, R. Y. 
Tompson, Ralph 
Wilson, R. W. 
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The General Meeting of the Association for 
the month of October, 1951, was held in the 
Great Hall of the University of Sydney on 
Tuesday, 16th October, on which occasion the 
inaugural Annie Praed Oration was delivered. 

Dr. FE. R. Magnus, President, was in the 
Chair and there was a large attendance of 
members, distinguished visitors and guests, 
accompanied by ladies. 

Following the entrance of the academic 
procession and its arrival on the dais, the 
President, Dr. Magnus, opened the meeting 
and conveyed apologies, amongst others, from 
the Chancellor, Deputy Chancellor and Vice- 
Chancellor of the University; the Federal 
Minister for Health and the State Minister for 
Health; the Presidents of the Royal Austra- 
lasian Colleges of Physicians and Surgeons, 
the President of the Dental Board of New 
South Wales and the President of the United 
Dental Hospital of Sydney. 

He formally welcomed, amongst others, 
Dr. J. V. Hall Best, President of the Austra- 
lian Dental Association; Dr. A. J. Collins, 
President of the British Medical Association; 
Dr. R. H. McDonald, President-elect of the 
British Medical Association, New South Wales 
Branch; Professor Dew, Vice-President of the 


Extract from the Minutes of the Annual 
General Meeting of the Association held in 
the Lecture Hall, B.M.A. House, 135-137 
Macquarie Street, Sydney, on Tuesday, 27th 
November, 1951, at & p.m. 

Present: Dr. E. R. Magnus, President, in 
the Chair, and an audience of 72 members and 
visitors. 

Minutes: The Minutes of the Annual Gen- 
eral Meeting held on 2&th November, 1950, 
were read and signed as a correct record. 


BUSINESS OF THE MEETING 


Report of the Executive for 1950-51: 


The Annual Report of the Executive of the 
Association, having been circulated to all 
members, was before the Meeting. It was 
resolved that the Annual Report be received. 


Balance Sheets, Supporting Accounts, Audi- 
tor’s and Treasurer’s Report 


Mr. F. R. Reid, Honorary Treasurer, re- 
ferred members to the portion of the Annual 
Report dealing with Finance, and stated that 
the Balance Sheets and Supporting Accounts 
had been circulated to all members as part of 


Annie Praed Oration 


Annual General Meeting 


Royal Australasian College of Surgeons; Dr. 
Tebbutt, representing the Royal Australasian 
College of Physicians; Professor Carne, Dean 
of the Faculty of Veterinary Science; Sir 
Harry Moxham, Past President of the Aus- 
tralian Dental Association; W. H. Maze, 
Registrar of the University of Sydney; and 
Surgeon-Commander Richards, Lieutenant- 
Colonel Skinner and Squadron-Leader Clarke, 
representing the Services. 

The President then formally introduced 
Professor A. J. Arnott, who proceeded to 
deliver the inaugural oration entitled “The 
Historical Development of Dentistry as a 
Profession in New South Wales.” 

Following the delivery of the Oration, Dr. 
J. V. Hall Best, President of the Australian 
Dental Association, expressed the apprecia- 
tion of the meeting and of the Association for 
the excellence of the oration and congratu- 
lated the orator, Professor Arnott, upon the 
preparation and delivery of such an outstand- 
ing contribution to the history of dentistry in 
New South Wales. 

The vote of thanks being carried by ac- 
clamation, the meeting terminated with the 
retirement of the academic procession at 
10 p.m. 


the Annual Report. It was resolved that the 
Balance Sheets, Accounts and  Auditor’s 
Report for the year ending 30th September, 
1951, be adopted. 


Honorary Members for 1952: 

It was resolved that the following persons 
be appointed honorary members of the Aus- 
tralian Dental Association, New South Wales 
Branch, for the year 1952: 

The President, Australian Dental Associa- 
tion; the President, British Dental Associa- 
tion; the President, American Dental Associa- 
tion; the President, New Zealand Dental 
Association; the President, British Medical 
Association (New South Wales’ Branch); 
Professor A. J. Arnott, Professor Harvey 
Sutton, Mrs. John Barr, B.D.S., Dr. P. C. 
Charlton, Dr. N. E. Goldsworthy, Professor 
R. Harris, Dr. E. R. Magnus, Dr. R. M. 
Cloutier. 


Appointment of Auditors: 


It was resolved that Messrs. Beck and Way- 
land be appointed Auditors for the ensuing 
financial year at a fee of seventy-five guineas. 


| 
i 
| 
| 
| 
be 
> 


The Dental Journal of Australia, January-February, 1952 


Election of Executive for 1951-52: 


The Secretary, as Returning Officer for the 
ballot for the Executive for the ensuing year, 
reported that the following members (set out 
in alphabetical order) had been elected to the 
Executive for the year:— 

Dr. E. H. Bastian, Mr. N. E. Edney, Mr. 
H. McD. Finnie, Mr. J. G. Fletcher, Mr. E. J. 
Gee, Mr. W. A. Grainger, Dr. F. E. Helmore, 
Mr. A. G. Hunter, Mr. R. Krauss, Dr. A. G. H. 
Lawes, Mr. R. G. Leeder, Mr. N. D. Martin, 
Mr. R. Y. Norton, Dr. A. G. Rowell, Mr. R. 
Tompson, Mr. R. W. Wilson. 

The President, Dr. Magnus, congratulated 
the newly-elected Executive and thanked the 
scrutineers for their assistance in the ballot. 

The appreciation of the members of the 
Association was conveyed to the two members 
of the retiring Executive who had not sought 
re-election, viz., the President, Dr. E. R. 
Magnus, and the Honorary Treasurer, Mr. F. 


General 


Extract from the Minutes of the Ordinary 
General Meeting of the Association held in 
the Lecture Hall, B.M.A. House, 135-137 Mac- 
quarie Street, Sydney, on Tuesday, 27th 
November, 1951, at 9.15 p.m. 

The Ordinary General Meeting of the Asso- 
ciation having been convened immediately 
following the Annual General Meeting re- 
ferred to above, Dr. E. R. Magnus was elected 
Chairman. 

Minutes: The Minutes of the General Meet- 
ings held on 20th September, 1951, and 16th 
October, 1951, were read and signed as correct 
records. 

Film programme: A series of films of gen- 
eral interest were shown to the Meeting. 


Announcement of Election of Honorary Offi- 
cers for 1951-52: 


Executive 


Extract from the Minutes of the Special 
Meeting of the Executive held in the Hard- 
wick Memorial Library, B.M.A. House, 135- 
137 Macquarie Street, Sydney, on Monday, 
5th November, 1951, at 5.30 p.m. 

Present: Dr. E. R. Magnus, President, in the 
Chair, and 11 members of the Executive. 

Apologies: From 7 members of the Execu- 
tive. 

In 
tary. 


attendance: Mr. E. F. Hewlett, Secre- 


BUSINESS OF THE MEETING: 


Consideration of Balance Sheets and Auditor’s 
Report for the year ending 30/9/51: 


R. Reid. A motion of appreciation of the work 
of these two officers was carried by acclama- 
tion. 


Presentation to Dr. J. S. Baird: 


At the invitation of the President, Dr. 
Magnus, Dr. J. V. Hall Best, Federal Presi- 
dent of the Australian Dental Association, 
took the opportunity offered by this meeting 
to present on behalf of the Federal body to 
Dr. J. S. Baird a framed illuminated address 
as a token of the Federal body’s appreciation 
of Dr. Baird’s services as Vice-President of 
the Association. Dr. Baird, in reply, expressed 
his appreciation of this token of recognition 
of his services. 


Closure of Meeting: 
The meeting terminated at 9.10 p.m. 


Meeting 


The newly-elected Executive, having at- 
tended a Special Meeting of the Executive of 
the Association, appeared before the Meeting 
and the Chairman, Dr. Magnus, announced 
the election of Dr. A. G. H. Lawes as Presi- 
dent for the ensuing year. 

Dr. Lawes assumed the Chair and _ intro- 
duced the newly-elected Vice-Presidents, Dr. 
F. E. Helmore and Dr. A. G. Rowell, and the 
newly-elected Honorary Treasurer, Dr. E. H. 
Bastian. He then formally introduced to the 
meeting the newly-elected Executive. 

Dr. Lawes expressed his appreciation of 
the honour of his election as President and 
the Association’s thanks and gratitude for the 
excellent services of the retiring officers. 


Closure of Meeting: 
The meeting terminated at 10.30 p.m. 


Meetings 

The Balance Sheets of the Association and 
of the Defence Fund for the year ending 
30th September, 1951, together with the 
Auditors’ Report, were tabled and examined 
by the Executive. 

Mr. Black, of Messrs. Beck and Wayland, 
Auditors, was present upon the invitation of 
the President and explained matters occurring 
in the Balance Sheet and Auditor’s Report. 


Annual Report: 


The draft Annual Report, both General and 
Financial, was tabled and examined. It was 


4 
: 


teport, together 
printed for circu- 


resolved that the Annual 
with the Balance Sheets, be 
lation to members. 


Member ship 


New member It resolved that the 


following dental practitioners, whose applica 


was 


tions were in order and who had paid the 
requisite subscriptions, be admitted to mem 
bership of this State Branch as from 5th 
November, 1951 Keldoulis, James, B.D.S.; 


Wilfrid Roy, B.D.S 

Resignation It was resolved that the 
resignation of Mr. E. C. Edwards, of T. & G. 
Building, Park Street, Sydney, be accepted as 
from $list December, 1951 

Deceased: It was resolved that the name of 
Mr. H. G. Tyndall, of High Street, Coff’s 
Harbour, be deleted from the Register of 
Members 


Longmore, 


General Business 

fnnual General Mee fing Scrutineers were 
appointed in with Article 25 (1) 
(f) for the forthcoming ballot for the election 
of the Executive, and final arrangements were 
Annual General Meet- 


accordance 


made concerning the 
ing 
Closure of Meeting 

The meeting terminated at 7.40 p.m. 

from the Minutes of the Meeting 
of the Executive held in the Council Room, 
B.M.A. House, 135-137 Macquarie Street, 
Sydney, on Monday, 12th November, 1951, at 


Extract 


7.30) p.m 
Present: Dr. E. R. Magnus, President, in 
the Chair, and 19 members of the Executive. 
A pologu From three members of the 
Executive 
In attendances Mr E F 
tary 
Vinute The Minutes of the 
the Executive on &th October, 


Hewlett, Secre- 


1951, and 5th 


November, 1951, were signed correct 
records 
BUSINESS OF THE MEETING 
Industrial 
Dental Assistants and Secretaries’ (State) 


Award 
Committee 
Award and _ repre- 
Dental Assistants’ Asso- 


and Secretaries’ (State) 
from the 
ciation of New 
dental assistants’ claims 
to be for im the 
reported 


The 

discussed 

Nurses 
Award 


sentatives 


under a 
neal 


new 
applied future, 
upon 
Executive 
them at 
Other 


The 


considered 
length 


than in 


Hospitals 
Federation 


(State) 


of New 


Employers’ 


The Dental Journal of Australia, January-February, 1952 


Meetings of 


A conference between members of the 
to deal with the Dental Assistants 


South Wales, concerning the 
award 
was 


these claims and 


instructed to act in the 
of this Award on behalf 


South Wales 
matter of a 
of the Association. 
Federal Office: 

Annual General Meeting of the Association: 
The delegates to the Annual General Meeting 
of the Australian Dental Association, held on 
Saturday, 27th October, 1951 (viz., Dr. 
A. G. H. Lawes and Dr. E. R. Magnus), re- 
ported on matters dealt with at that meeting, 
which included the increase in capitation fees 
payable to the Federal body, Pharmaceutical 
Benefits Act, importation of dental materials, 
honours and awards, and repatriation dental 
treatment. 

They also reported that the Federal Coun- 
cil had admitted as an affiliated body the Aus- 
tralian Society of Orthodontists upon certain 
conditions defined under Section 3 (i) (2) of 
the Constitution. 

They further reported that the 
Federal officers, viz., Dr. J. V. Hall Best, 
President; Dr. K. Adamson and Dr. J. Wark, 
Vice-Presidents; Mr. N. E. Edney, Honorary 
Secretary; Dr. A. G. Rowell, Honorary 
Treasurer, had been re-elected for the ensuing 


Was 
review 


existing 


year. 

The matters of the appointment of the 
Standards Committee and the Association’s 
representative on the National Health and 


Medical Research Council were also reported 
as having been dealt with. 

The delegates further reported that at a 
Special Meeting of the Association following 
the Annual General Meeting the new Federal 
Constitution had been adopted. 

Reports from Committees: 

Annie Praed Oration: The Chairman of the 
Committee arranging this oration presented 
certain accounts for payment, and the Execu- 
tive resolved that a donation of twenty 
guineas should be made to the University in 
appreciation of the use of the Great Hall, and 
that letters of thanks should be forwarded to 
Professor Arnott, the University authorities, 
and all others who assisted in the success of 
the function. 

Survey of Fees: A preliminary report of 
this Committee was received by the Executive. 
Finance: 

Financial statement: The Honorary Trea- 
surer, Mr. Reid, having tabled the financial 
statement for the month of October, 1951, it 
was resolved that the financial statement for 
the month of October, 1951, be received. 

Conversion of Bonds: It was resolved that 
£1,000 in bonds in the General Fund be con- 
verted to long term bonds at 3° and that 
£2,000 in bonds in the Defence: Fund be con- 
verted to long term bonds at 33':. 
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Divisional expenses: Expenses incurred by 
two Divisions during the financial year 
ending 30th June, 1951, were passed for 
payment, 

General Business: 

The Secretary reported that during the year 
1951 visits had been made on 33 occasions by 
officers or clinicians to the various Divisions 
of the Association, and the appreciation of 
the Executive was conveyed to the various 
officers and clinicians for their services in this 
regard. 

Closure of Meeting: 
The meeting terminated at 11.45 p.m. 


Extract from the Minutes of the Special 
Meeting of the Executive held in the Hard- 
wick Memorial Library, B.M.A. House, 135- 
137 Macquarie Street, Sydney, on Tuesday, 
27th November, 1951, at 7.30 p.m. 

Present: Dr. E. R. Magnus, President, in 
the Chair, and 15 members of the Executive. 


Apologies: From two members of the 
Executive. 

In attendance: Mr. E. F. Hewlett, Secre- 
tary. 
BUSINESS OF THE MEETING: 
Articles of Association: 

The Chairman reported that comments 
from the Under-Secretary for Justice on the 
proposed amendments to the Articles of 


Association had been received by the Asso- 
ciation’s solicitors and the Under-Secretary 
desired certain minor amendments to. the 
suggested new articles. The Executive con- 
sidered same and approved the suggested 
alterations. 


Closure of Meeting: 
The meeting terminated at & p.m. 


Extract from the Minutes of the Special 
Meeting of the newly-elected Executive held 
in the Council Room, B.M.A. House, 135-137 
Macquarie Street, Sydney, on Tuesday, 27th 
November, 1951. 

Present: Fifteen members of the Executive. 

Apology: From one member of the Execu- 
tive. 


In attendance: Mr. E. F. Hewlett, Secre- 
tary. 

Appointment of Chairman: Mr. N. E. Edney 
was elected as chairman of the meeting 


pending the election of the office-bearers for 
the ensuing year. 


Election of Office-Bearers: 


President: It was resolved that Dr. A. G. H. 
Lawes be elected President for the ensuing 
year. 


Vice-Presidents: resolved that 


It was 


Dr. 


F. E. Helmore be elected 
for the ensuing year. 

It was further resolved 
Rowell be elected a 
ensuing year. 

Honorary Treasurer: It was resolved that 
Dr. E. H. Bastian be elected Honorary Trea- 
surer for the ensuing year. 

The Chairman vacated the Chair in favour 
of the newly-elected President, Dr. A. G. H. 
Lawes, congratulating Dr. Lawes on his elec- 
tion and pledging the support and loyalty of 
the newly-elected Executive for the ensuing 
year. 

Dr. Lawes, in reply, thanked the Executive 
for the honour they had conferred on him in 
electing him as President and welcomed two 
new members to the Executive, viz., Dr. A. G. 
Rowell, formerly an additional member of the 


a Vice-President 


A. 
for 


G. 
the 


that Dr. 
Vice-President 


Executive, and Mr. N. D. Martin, a new 
appointment to the Executive. 
Appointment of Additional Members of the 


Executive on Nomination by Divisions: 


The following nominations having been 
received from six country Divisions of the 
Association: 


Southern Division 
South Coast Division 


Mr. G. M. Cox, Wagga. 
Dr. J. D. Oddy, Wol- 


longong. 

North and North Division—Mr. 
A. R. J. Wooller, Armidale. 

Newcastle and Hunter River District Divi- 
sion—Mr. C. D. Reynolds, Newcastle. 

North-Eastern Division—Mr. F. CC. Had- 
dan, Taree. 

Blue Mountains Division——Mr. M. J. Griffin, 


Penrith, 


it was resolved that the above members be 
appointed as additional members of the 
Executive. 
Election of Committees: 

Committee of the Honorary Officers: It was 


resolved that Mr. N. E. Edney be added to 
the Honorary Officers of the Association to 
form the Committee of the Honorary Officers. 
The following Committees were elected: 
Defence: Dr. F. E. Helmore, Chairman; Dr. 
E. H. Bastian, Mr. C. C. Croker, Mr. N. E. 
Edney and Dr. E. R. Magnus. 


Journal: Mr. A. G. Hunter, Chairman; Mr. 
G. E. Baulman, Mr. E. J. Gee, Mr. N. D. 
Martin, Mr. R. Y. Norton, Mr. R. Tompson, 


Dr. Ellice Weir. 
Dental Health: Mr. R. Tompson, Chairman; 


Dr. L. G. Crane, Dr. Basil Jones, Mr. N. D. 
Martin, Dr. R. N. MecMullin, Mr. R. Y. Nor- 


ton, Mr. T. Royse-Smith, Mr. J. W. Skinner, 
Dr. A. Thornton Taylor, Mr. G. Morse Withy- 
combe. 

Research: Mr. W. A. Grainger, Chairman; 
Professor A. J. Arnott, Dr. J. S. Baird, Mr. 
R. L. Gabriel, Dr. R. M. Kirkpatrick. 
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Membership: 

Neu member It was resolved that the 
following dental practitioner, whose applica- 
tion was in order and who had paid the 
requisite subscription, be admitted to mem 
bership of this State Branch as from 27th 
November, 1951 McCook, John Hill, B.D.S. 
Closure of Meeting 
The meeting terminated at 10.15 p.m. 


Extract from the Minutes of the Ordinary 
Monthly Meeting of the Executive held in the 
Council Room, B.M.A. House, 135-137 Mac- 
quarie Street, Sydney, on Monday, 10th 
December, 1951, at 7.30 p.m. 

Present: Dr. A. G. H. Lawes, President, in 
the Chair, and 17 members of the Executive. 

Apology: From one member of the Execu- 
tive 

In attendance Mr. E. F. Hewlett, Secre- 
tary. 

Minutes: The Minutes of the Ordinary 
Meeting of the Executive on 12th November, 
1951, and of the Special Meetings of the 
Executive on 27th November, 1951, were 
igned as correct records. 

BUSINESS ARISING FROM THE MINUTES: 
Articles of Association: 

The Chairman indicated to the Meeting 
that the Under-Secretary for Justice had 
formally approved the suggested amend- 
ments to the Articles of Association and had 
undertaken, upon receipt of a copy of the 
necessary special resolutions, to obtain the 
approval of the Governor and the Executive 
Couneil. Accordingly, an Extraordinary Gen- 
eral Meeting of the Association had been 
convened for Thursday, 20th December, 1951, 
due notice as required by the Companies Act 
having been given and the proposed resolu- 
tions set out in particular in the notice 
convening the meeting. 
Treatment 


Emergency Dental 


Period 
The Chairman stated that arrangements for 
a roster for emergency dental treatment over 
the Christmas-New Year holiday period were 
well in hand. 


Holiday 


Dental Assistants and Secretaries’ (State) 

Award 
It was resolved that the Association engage 

the services of Mr. Sassall of the Employers’ 

Federation to appear in the matter of the 

claims by the Dental Assistants’ Association 

in relation to a new Award 

BUSINESS OF THE MEETING: 

Appointment of Additional Members of the 
Executive 


Nominations were received from the follow- 


ing two Divisions of members as additional 
members of the Executive: 

Southern Tablelands Division Mr. L. 
Cooper, Queanbeyan. 

Western Division Mr. L. B. 
Molong. 

It was resolved that these members be 
appointed as additional members of the 
Executive. 


Hume, 


Election of Committees: 

Following upon consideration and decisions 
in regard to chairmanship and the attendance 
of Honorary Officers at Committee meetings, 
the following committees were elected:— 

Membership: Dr. F. E. Helmore, Chairman; 
Mr. H. McD. Finnie, Mr. R. Y. Norton. 

Syllabus: Mr. W. A. Grainger, Chairman; 
Mr. E. J. Gee, Mr. N. D. Martin, Mr. J. W. 
Skinner. 

Divisions: Mr. R. Krauss, Chairman; Mr. 
N. E. Edney, Mr. H. McD. Finnie, Mr. R. 
Goodwin Leeder, Dr. J. D. Oddy. 

Sports and Social: Mr. R. Y. Norton, Chair- 
man; Mr. K. O. Binns, Mr. J. G. Fletcher, Mr. 
R. Goodwin Leeder, Mr. L. J. Noone, Mr. F. R. 
Reid, Mr. T. Royse-Smith, Mr. R. W. Wilson. 

Benevolent and Provident Fund: Dr. E. H. 
Bastian, Chairman; Mr. R. C. Dennett, Mr. R. 
Krauss, Mr. L. J. Noone, Dr. J. D. Oddy, Mr. 
F. R. Reid. 

Library: Mr. A. G. Hunter, Chairman; Dr. , 
R. W. Halliday, Mr. N. D. Martin, Mr. R. 
Tompson, Mr. A. O. Watson. 

Post-Graduate Courses: Mr. W. A. Grain- 
ger, Chairman; Dr. G. V. Gengos, Dr. R. W. 
Halliday, Dr. F. E. Helmore, Mr. R. Krauss, 
Mr. N. D. Martin, Dr. R. N. MeMullin. 

Articles of Association: Dr. A. G. Rowell, 
Chairman; Mr. J. G. Fletcher, Mr. E. J. Gee, 
Mr. R. Krauss, Mr. R. Y. Norton. 

Economics: Dr. E. H. Bastian, Chairman; 
Dr. L. E. McDermott, Dr. J. D. Oddy, Mr. T. 
Royse-Smith, Mr. John Spencer. 

Apprenticeship in Dental Technology: Mr. 
R. Krauss, Chairman; Mr. N. E. Edney, Dr. 
C. H. Graham. 

Dental Assistants and Secretaries’ (State) 
Award: Mr. N. E. Edney, Chairman; Mr. J. G. 
Fletcher, Mr. FE. F. Hewlett. 

The Illegal Practice Investigation Commit- 
tee was also appointed. 

Upon the resignation of Dr. Helmore as 
Chairman of the Defence Committee, Dr. E. R. 
Magnus was appointed Chairman of that 
Committee. 

Standards Liaison Officer: Mr. A. G. 
Hunter was appointed to continue in this 
position. 

Membership: 

New Members: It was resolved that the 

following dental practitioners, whose applica- 
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tions were in order and who had paid the 


requisite subscriptions, be admitted to full 
membership of this State Branch as from 
Ist January, 1952:—Hayes, Kevin Vincent, 
B.D.S.; Procter, Darrell William Albert, 
B.D.S. 


Restricted: It was resolved that Mr. Stanley 
Johnston Dean, of Lindfield, be granted re- 
stricted membership of this State Branch as 
from Ist January, 1952. 

Resignations: The resignations of the fol- 
lowing members were accepted as from Ist 
January, 1952:—Benspn, J. D.; Cohen, P. B.; 
Crook, F.; Latimer, Eorna J.; Lambert, J. P.; 
Patten, R. J.; Wood, W. P. 

Deceased: It was noted with regret that Mr. 


The Annual Meeting of this Division was 
held on 7th November, 1951, at 8 p.m., when 
the following officers were elected for the year 
1952 :— 

Chairman: Mr. R. G. Esdaile. 

Vice-Chairman: Mr. Ashton Marshall. 

Hon. Secretary: Mr. J. H. Palmer. 


tains Division held on 10th November, 1951, 
the following officers were elected for the 
year 1952:— 


Chairman: Mr. D. J. Denney. 


Western 
At the Annual Meeting of this Division held 
on Saturday, 8th December, 1951, the follow- 
ing officers were elected for the year 1951-52: 
Chairman: Dr. G. Dent. 
Hon. Secretary: Mr. J. Meldrum. 


Information from the Dental Board 


Extract from the Minutes of the Regular 
Meeting of the Dental Board of New South 
Wales held in the Board Room, 52 Bridge 
Street, Sydney, on Wednesday, 24th October, 
1951, at 4 p.m. 

Present: Dr. J. S. Baird, President; 
fessor A. J. Arnott, Mr. G. Cameron, 


Pro- 
Mr. 


R. M. Smith of Burwood had died recently. 

Delegation of Executive’s powers re mem- 
bership to Honorary Officers: It was resolved 
that the Committee of the Honorary Officers 
be appointed as a Committee from the Execu- 
tive to deal with membership until the next 
meeting of the Executive. 

Financial Statement: 

The Honorary Treasurer, Dr. Bastian, 
tabled the financial statement for the month 
of November, 1951, which had been circulated 
to members of the Executive, and it was re- 


South Coast Division 


solved that this financial statement be 
received. 
Closure of Meeting: 
The meeting terminated at 11.55 p.m. 
Asst. Secretary: Dr. J. D. Oddy. 
Hon. Treasurer: Mr. G. Meldrum. 
Nominee as additional member of the 
Executive: Dr. J. D. Oddy. 
Chairman, Dental Health Committee: Dr. 


J. D. Oddy. 


Blue Mountains Division 
At the Annual Meeting of the Blue Moun- , 


Hon. Secretary: W. R. Buchanan. 
Hon. Treasurer: Harold Benbow. 
Committee: K. S. Hutchinson, R. R. 


Chairman: Barry Stern. Mathews, H. Weingarth. 
Vice-Chairman: E. P. Bateman, D. W. Nominee as additional member of the 
McEwan. Executive: M. J. Griffin. 
Southern Tablelands Division 
At the Annual Meeting of this Division Hon. Secretary & Treasurer: Mr. K. R. 
held in Goulburn on 24th November, 1951, the Fisher. 
following officers were elected for the year Committee: Mr. M. Hamilton, Mr. L. Mar- 
1951-52 :— shall. 
Nominee as additional member of the 


Erecutive: Mr. L. Cooper. 
Division 


Hon. Treasurer: Mr. A. Dalziell. 


Committee: Mr. L. Hume, Mr. H. D. Bur- 
rows. 

Nominee as additional member of the 
Executive: Mr. L. B. Hume. 


N. E. Edney, Dr. E. R. Magnus, Dr. A. G. H. 
Lawes, Dr. H. Wallace. 

Apology: Mr. E. Cahalan. 

Minutes: The Minutes of the Ordinary 
Meeting held 26th September, 1951, were con- 
firmed as read at the meeting. 

Applications for Registration: 


= 
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. 
: | 
| 
= 


teyistration was granted to the under- 
mentioned under Section 10 (1) (a) of the 
Act, together with the approval to use the 
description shown:—Frederick Siegfried Alt- 
mann, B.D.Se., University of Queensland, 
1950 
Additional Descriptions under Section 6 

(1) te) 

The Board approved an entry the 
Register in the following case and resolved 
that a ietter of congratulation be sent to the 
applicant Susan Mary Hull, M.D.S., Sydney 
Ur iversity, 1051 
Foreigt Applications — for 

Further Consideration: 

It was resolved that the application of 
A. F. Baranoff (West China University) be 
referred to the Sub-Committee on Foreign 
Dentists for examination and report to the 
Board 
Correspondence 

Supreme Court Judgment— Diehl vs. Dental 
Roard: Copies of the judgment having been 
previously distributed, the President  con- 
gratulated Professor Arnott, Mr. Cameron 
and the Registrar on their able assistance to 
the Board 

vdryn ki Regulation 28 Examination: 
The Registrar undertook to advise Mr. 
Kudrynski suitably. 

Sydney University Proficiency Prizes for 1st 
and 2nd Year Dental Students: 

Mr. Edney gave notice of his intention to 
move the following motion at the next Board 


tegistration 


meeting 

“That £100 be appropriated from the 
Dental Board Education and Research Ac- 
count for the purpose of providing general 
proficiency prizes for First & Second Year 
students in the Faculty of Dentistry at the 
University for 1951.” 
Closure of Meeting: 


The meeting terminated at 5.35 p.m. 


Extract from the Minutes of the Special and 
Ordinary Meetings of the Dental Board of 
New South Wales held in the Board Room, 52 
Bridge Street, Sydney, on Wednesday, 28th 
November, 1951, at 3.55 p.m. and 4° p.m. 
respectively. 

Present: Dr. J. S. Baird, President; Pro- 
fessor A. J. Arnott, Mr. E. Cahalan, Mr. N. E. 
Edney, Dr. A. G. H. Lawes, Dr. E. R. Magnus, 
Dr. H. Wallace 

Apology: Mr. G. Cameron. 


SPECIAL MEETING 

In the absence of a quorum at 3.55 p.m. the 
meeting Was adjourned pro fempore on a 
motion by Professor Arnott supported by Mr. 
Edney. 
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ORDINARY MEETING: 

Minutes: The Minutes of the Meeting held 
on 24th October, 1951, were confirmed as 
read at this meeting. 

Adjournment: On a motion by Professor 
Arnott supported by Mr. Edney the Ordinary 
Meeting was adjourned until the conclusion 
of the Special Meeting. 

SPECIAL MEETING: 

Mr. Edney moved and Dr. Magnus seconded 
the following motion: 

“That £100 be appropriated from the Dental 
Board Education & Research Account for the 
purpose of providing general proficiency 
prizes for First and Second Year students in 
the Faculty of Dentistry at the University 
for 1951.” 

ORDINARY MEETING (resumed) : 
Examination Reports: 

Laszlo Schwarecz: The results of a Regula- 
tion 28 Examination were tabled. It was 
resolved that the results be received. 
Applications for Registration: 

The following applicants appeared in per- 
son in connection with their applications for 
registration which, being in order, were 
granted under Sections 10 (1) (a) and 10 (1) 
(c) of the Act, together with approval to use 
the descriptions shown: 

Taubman, Judith Ray—Section 10 (1) (a) 

B.D.S., Sydney University, 1951. 

Chappell, Brian Wilfred—Section 10 (1) 
(a)—B.D.S., Sydney University, 1950. 

Schwarez, Laszlo—Section 10 (1) (¢). 
Applications for Restoration: 

Bell, Reginald Davis: It was resolved that 
this applicant be restored to the Register. 

Wyatt, Richard Cecil Gordon: It was re- 
solved that this applicant be restored to the 
Register. 

Foreign Applications for Consideration: 

The following applications were referred to 
the Sub-Committee on Foreign Dentists for 
consideration and report to the Board: 

Bartlewski, J.—Frankfurt, Germany. 

Krivanek, J.—Doctor of General Medicine, 
Charles IV University, Prague. 

Eilerts de Haan, A.—D.D.S., Chicago; 
Dental Diploma, Utrecht; Master of Science 
(Dent.), Northwestern University. 

Politis, P.—National & Capodistrian Uni- 
versity, Athens. 

Correspondence: 

Auditor-General’s Report for year ended 
30/6/51: The report was received. 

Report of Sub-Committee on Foreign 
Dentists: It was resolved that the application 
of A. F. Baranoff (West China Union Uni- 
versity) for registration under Section 10 
(1) (b) be refused. 

Closure of Meeting: 
The meeting terminated at 6.10 p.m. 
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VINCENT’S A.P.C IS 
PREPARED TO THE 
ORIGINAL HOSPITAL PRESCRIPTION! 


VINCENT A.P.C Is prepared to the original hospital 
prescription first prescribed by the Medical Superintendent 
ot one of Australia’s largest public hospitals. Because 

the medicinal value of the constituents of VINCENT’S A.P.C 
Powders and Tablets is recognised and the worth of their 
therapeutic action has been proved for over 30 years we would 
ask you to give consideration to prescribing VINCENT'S A.P.C. 


WHEN TO PRESCRIBE VINCENT'S A.P.C 


1. BEFORE PATIENT appears at the surgery, to reduce the tear 
complex usually associated with dental operations. 

2. AFTER OPERATIONS, to alleviate post-operative pain. 

3. FOR RELIEF OF HEADACHES, either from neuralgic or 


systemic origin 


VINCENT'S contains Aspirin to relieve the pain, 
Phenacetin to reduce the temperature and Caffeine 
to stimulate the nervous system 


RECOMMEND VINCENT’S A.P.C WITH CONFIDENCE! 


Say you saw it in “The Dental Journal! of Australia’ 
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SERVICE 


It is over one hundred years ago, since the firm of Flavelles 
was established in Sydney... . the first in Australia 
to seriously make a study of the material needs of the 
Dental Profession. To-day, Flavelles Dental Pty. Ltd. 
is Carrying out the ideals of its Founders, by giving a Service 
in keeping with the true tradition of men of courage and 
vision, for it was upon Service that the Flavelle organisation 
was built. 


Service is not a product that can be packed and wrapped 

. It is something that can only be developed by con- 

scientious and tireless effort and the moral obligation to 
“ Keep Faith.” 


To you, Flavelles pledges the continuous efforts of 
members of its organization in carrying out a real Service, 
in accordance with high ideals of The Dental Profession 
in Australia. 


PLAVELLES 


SYDNEY, MELBOURNE 


and NEWCASTLE 
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Denture-Wearing 


made Easy from the start 
by using 


DR. 


The wearing of a new denture, 


even the most perfectly-fitting 
case, is rarely a comfortable 
experience at first, but by using 
Dr. Wernet's Powder, discom- 
fort is practically eliminated. 
Sprinkled on the plate, it acts as 
a cushion in relieving pressure on 
the gums and soft palate during 
mastication. It also ensures firm 


suction and thus enables the 
patient to talk, laugh and eat 


with confidence and comfort the 
first day. Thus Dr. Wernet’'s 
Powder conduces to the satis- 
faction of the patient and it is 
therefore good policy to recom- 
mend it. 


Entirely free from gum tragacanth and 
therefore induces no gastric intolerance. 


For Free Professional Sample please write to 


FASSETT & JOHNSON LTD. 
36-40 Chalmers St., Sydney, N.S.W. 


Say you saw it in “The Dental Journa! of Australia” 
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ULTRA-VIOLET 


and 


X-RAY EQUIPMENT 


for the Dentist 


KROMAYER LAMP. The Hanovia Kromayer Lamp for focal applica- 
_ tion of Ultra-Violet rays has received accredited recognition by the 
Dental Profession 


The use of ultra-violet rays extends to the following 


Irradiation of Periapical Tissue after root fillings ; Treatment of Per- 
rodonitis ; Post operative irradiation ; Bleaching of Teeth; Diseases 
‘ of the Oral Mucous Membrane ; Gingivitis, Stomatitis, particularly 
' of Stomatitis ulxeosa and stomatitis ophthosa ; Wounds, Trigominal ‘ 
Neuralgia 


The Kromayer Lamp is compact, convenient and has a definite place in 
Dental Surgery 


SF-D 
Dental X-Ray 
Unit 


fers P nplete protection from 


electrical hazard and stray «-radiation 


tube-head suspension assures 


Stability and ease in positioning 


ste stays where you put it, 


with tre | or vibration 


SAFELIGHT Combination 
INuminator 


Designed to serve two purposes : provide an illumination which 
will mot fog the film during darkroom procedures ; and a film 
illuminator for viewing when processing Simply fold back the 
safelight to expose the flashed opal glass for film viewing 


inquiries 


We invite your 
TSON VICTOR 


wp 


9-13 Bligh Street, SYDNEY Telephone: BW 443: 


Branches at all Principal Cities throughout Australia and New Zealand 


Australia 
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safeguard 


against 
infection 


For surgieal work and _ the 


sterilization of instruments. 


if 


Although cuthless to germs, “Dettol’ is non-poisonous, 


and gentle to tender human tissue. 


*‘Dettol’ is therefore ideal for use in surgical work and 


is invaluable in surgery maintenance. 


Instruments, basins, all exposed surfaces, can be 
entrusted with safety to the powerful but harmless protection 


from germs provided by “Dettol’. 


The Safe Antiseptic 


Say you saw it in “The Dental Journal of Australia” 
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An old problem; 


overcome by ‘Disprin’, a 
stable preparation in tablet 
form which dissolves rapidly 
in water to produce a 
palatable solution of 
calcium aspirin. 


Neutral, Soluble Aspirin 


a new. solution. 


The disadvantages in the administration of aspirin 
(“the safest and most widely useful of anodyne 
drugs"), derive from the fact that it is acidic and of 
low solubility. These disadvantages of aspirin, 
without loss of any of its advantages, have been 


DISPRIN™ 


Soluble, stable, substantially neutral, palatable 


Clinical sample and literature supplied on application 


RECKITT & COLMAN (AUSTRALIA) LID (Pharmaceutical Division), SYDNEY 
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The therapeutic advantages of calcium 
aspirin over aspirin itself have long been 
known to the medical profession, This 
neutral salt produces the same effects as 
aspirin but, owing to its high solubility, 
with greater speed. It is also not likely 
to irritate the gastric mucosa. 


Unfortunately, however, calcium aspirin 
is an unstable compound, liable both in 
manufacture and in storage to contamina- 
tion by such nauseous breakdown pro- 
ducts as acetic and salicylic acids. 


The problem of prescribing calcium 
aspirin, free from decomposition pro- 
ducts, is solved in ‘Disprin’, This stable 
preparation in tablet form combines the 
convenience of aspirin with the therapeu- 
tic advantages peculiar to pure calcium 
aspirin. Its analgesic, sedative and anti- 
rheumatic properties, and the fact that 
even in large amounts it is unlikely to 
produce gastric disturbances, have been 
confirmed over a period in clinical trials 
carried out in leading hospitals. 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call we can assure you of 
quality and distinction at a moderate price. 


Technical printing receives our special attention, and our extensive and 
exclusive range of matrices for the printing of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


31-33 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


| 


Local Anaesthesia 


No longer a luxury, but a recognised medium in mod- 
ern practice. A comfort to operator and patient alike. 


For]Perfect Results, use : 


Dentosthetic Procaine 
(In two strengths: 1/1600 and 1/3000 adrenalin) 


Dentosthetic Cocaine 


Anaesthetic of outstanding merit 


Obtainable from all regular Dental Depots or the Distributors : 


KEMP & LIDVELL PTY. LIMITED 


“Newlands House’ 
* 141-143 ELIZABETH STREET, SYDNEY 
Phone: M 6794 


Say you saw it in “The Dental Journal of Australia” 
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CLEMENT'S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 


For Use in Exodontia and 
Oral Surgery 


Adequate Suction ; 


Quietness and Long Life 


nus tne ve requlreme nts Is it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7” H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 


from the 


ADVANTAGES IN USE 


i I li saul 
jebris is essential to eliminate risk of inspiration 


|. CLEMENTS & SON 
XB 3492. 62/64 Pacific Highway. St. Leonards, Sydney. 


Faulding’s 
ISOTONE LIQUID 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- 
wealth speak highly of its rapid and profound 
anaesthesia with total absence of toxosis and unplea- 
sant post-operative troubles. 


Isotone Liquid possesses all the qualities of a freshly 
prepared solution, and its self-sterilising non-toxic 
base ensures its keeping properties. 


Isotone Liquid represents 2°, Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic isoionic 
(pH 6.5) self-sterilising base. 


2-oz. Vacuum Sealed Bottles 


Less 10°, for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 


Sa veo iw t t The Dental Journal of Australia 
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A Perfect Combination ... 


Citahue 


TRANSLUCENT ACRYLIC TEETH 


and 


itacrylic. USA, 


THE SCIENTIFIC DENTURE ACRYLIC. 


Silvelene 


GERMICIDAL DENTINE 


LIGHTENS THE OPERATOR’S CHAIR HOURS, INHIBITS DENTAL CARIES. 
SAVES THE PULP. 


® 
PERFECT RESTORATIONS AND COLOUR BLENDING WITH 


Silvelene 


FINE IMPORTED TOOTH ACRYLIC. 
FULL OUTFITS AND SINGLE COLOUR BOXES. 


A REPLICA OF NATURE. 


DISENSITEX 
NEUTRAL VARNISH 
PHENOLENE 
SRESOFORM 
DENTURE ACRYLIC 


Tel.: Wollongong 144, 564, 122. 
vables and Telegrams: "SILVOLENE. SEALED with the hallmark of 


Box No. 97, G.P.O., WOLLONGONG. sional Approval for twenty-one 


56 Keira Street, Wollongong. 
N.S.W., Australia 
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SURGERY 


PENICILLIN ‘SULPHAMEZATHINE’ POWDER 


PENICILLIN Sulphamezathine’ Powder contains 5,000 units of 
penicillin per gram of “Sulphamezathine.” It finds ready application 
in many aspects of oral surgery and has been acclaimed as an ideal 
chemotherapy agent. The combination of penicillin and “Sulphameza- 
thine” is effective against a wide range of organisms. Conveniently 
packed in 25 gram jars and 5 gram tubes. 


A Product of 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


(A subsidiary of Imperial Chemical Industries Limited) 
MANCHESTER, ENGLAND 


Marketed in Australia by 
IMPERIAL CHEMICAL INDUSTRIES OF AUST. AND N.Z. LTD. 
All Capital Cities and Wellington, New Zealand 


MED26.X.1611 
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*“«XYLOCAINE” 


The new, quick-acting local anaesthetic that cuts 
minutes from the time lag between injection and 
onset of anaesthesia. Anaesthetic effect is pro- 
found, widely diffused, and well within clinical 
ranges of tolerance. 


Available in: 


1.8 cc. Cartridges 2% Epinephrine 1.80,000) 
20 cc. Vials 2% (Epinephrine 1.80,000) 


(Epinephrine 1.50,000) 


(without Epinephrine) 


“Xylocaine” is distributed in Australia for 
ASTRA. Sodertalje, Sweden, by 


Commonwealth Dental 
supply Coy. Pty. Ltd. 


Also available from all authorised 
dental dealers. 


* “XYLOCAINE” is a Registered Trade Name. 


Say you saw it in “The Dental Journal of Australia” 
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SOME OUTSTANDING CHARACTERISTICS OF 


CHLOROMYCETIN 


1S ORALLY EFFECTIVE 


*Chloromycetin ' is supplied in kapseals, to be taken orally. 


1S WELL TOLERATED 


Side-reactions such as nausea, headache, skin eruptions and enteritic symp- 
toms rarely follow the use of clinically-effective doses of ‘ Chloromycetin ’. 


IS A CRYSTALLINE SUBSTANCE 


Because the chemical structure of ‘Chloromycetin ’ has been determined, 
its purity can be controlled. It is a stable substance, not subject to variation. 


IS PRODUCED SYNTHETICALLY 


‘Chloromycetin ' 
practical basis 


is the first antibiotic to be produced synthetically on a 


HAS A WIDE THERAPEUTIC RANGE 


It has been reported that antibiotic treatment appears to be effective for 
certain infections of the Oral cavity. ‘Chloromycetin’ should be tried in 
i patients suffering from infections such as Cellulitis, Periostitis, Alveolar 
i Abscess and Ostiomyelitis of the Mandible. 


ITS ACTION IS RAPID 


*Chloromycetin’ is quickly metabolized and its action is therefore rapid. 
Effective blood levels are reached in 30 minutes 


It is compatible with other antibiotics and with * sulpha * drugs. 


CHLOROMYCETIN IS NOW ENTIRELY MADE IN AUSTRALIA 
(Free under the Pharmaceutical Benefits Act.) 


PARKE, DAVIS & COMPANY LIMITED, SYDNEY 
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Kollodent” Dental Acrylic 


You can always depend on the behaviour of 
“Kallodent” under given conditions. Providing 


processing time and temperature are controlled, it 


will produce, with mathematical precision, a known 


result at every stage of processing. The skill of 
the scientist is an invisible ingredient in every 


“Kallodent’ pack. 


Plastics Division 


IMPERIAL CHEMICAL INDUSTRIES 
OF AUSTRALIA AND NEW ZEALAND LIMITED 


KAL 1636 om 
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Milne Browne & Co. Ltd. 


OFFER YOU HELP 


YOUR DENTAL HOUSE 


SYDNEY: 114-120 Castlereagh Street. Phone: M 4891 (5 lines). 
BRISBANE: 235 Edward Street. Phones: B 6617 - B 8761. 


Say you saw it in “The Dental Journal of Australia” 
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YOUNGSTERS are EASIER to HANDLE 
“3) »¢ WHEN the REWARD is a ‘GOOD TEETH 
CERTIFICATE 


This ‘‘Good Teeth”’ Certificate 
featuring the Walt Disney 
characters, has been specially 
designed for you to give 
to your child patients after 
treatment or regular inspections 


Issued by the makers of $.R. Toothpaste 
If you have not already received an issue of these 


certificates or require a further ~— fill in 
the coupon below and forward to “‘Certificate’’, 


Box 1590, G.P.O., Sydney. 


Please forward supplies of the 
a) S.R. “Good Teeth” Certificate to 


ADDRESS 


IR EG 


SR.46.FPT 
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is ssibl 
t is not possible 
for asingle multi-vitamin preparation to provide 
balanced daily vitamin requirements for 


all age groups 


(as recommended by NAR. C., u.S.A.) 


infant Formula - - - - Adult Formula 


PROVIDES 


Balanced vitamin intake 


for ALL AGE GROUPS 


‘Penta-Vite’ is WATER MISCIBLE 
non-oily: non-fatty 


{ the ol soluble vitomin A ore provided when the 


Optimal conditions for the absorption 
and NON-FATTY. (1) (2). 


vehicle WATER M BLE, NON.OILY 


t1) Kramer, B, et ol Am Dis Child 73 543 11 47). 
(2) Lewis, J Met ol —J. Pediat 3) 496 11947) 


NICHOLAS PRODUCT 


NICHOLAS PROPRIETARY LIMITED 


Melbourne Sydney Adelaide Brisbane — Perth 
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IS EXPERIENCED AFTER 


NITROUS OXIDE- 
OXYGEN 


DENTAL ANAESTHESIA 


Following a few breaths of oxygen 
after nitrous oxide-oxygen adminis 
tration, reflexes return quickly to the 
patient, who is ready to leave the 
surgery in a minimum of time. A 
vaporiser for the C.I.G. dental appa- 
ratus is available should a_ volatile 
supplement be desired. When nitrous 
oxide-oxygen and a volatile agent are 
combined, minimal doses of each pro- 
duce the desired plane of anezsthesia. 


The C.1.G. nitrous oxide-oxygen appara- 
tus provides a valuable insurance as, 
should an emergency arise during any 
procedure, OXYGEN is readil» 


available. 


C.1.G. medical representatives will 
gladly provide full information 
concerning the complete range 
of equipment, including imported 
anesthetic apparatus 


Lower rates apply for gases sup 
plied in larger cylinders and 
marked economy is obtained where 
the consumption of gas is suf- 
ficiently high to warrant their use 


THE COMMONWEALTH 
INDUSTRIAL GASES LIMITED 
138 BOURKE ROAD, ALEXANDRIA, N.S.W. 
SUBSIDIARY COMPANIES IN ALL STATES 
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(Above left.) 
Floor-type Unit. 
Philips Mode! 1B floor-type unit has boll- 


bearing castors to assure easy mobility. It 


is ideally suited for a// intra-oral and extro- 


oral radiography. 


Two Dental X-Ray Units 
with a World-Wide 
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Reputation 


These two Philips Dental X-ray units 
have been enthusiastically acclaimed 
in countries overseas and are now 
available in Australia. Both units are 
specially constructed for heavy duty 
and both operate on a K.V.P. range 
of 50 to 70. They’re easy to operate 
and offer absolute safety from electric 
shock. 


(Above, right.) 
Philips Wall-type Unit. 

Philips Model 2A is a compact woll- 
mounted unit especially designed to occupy 
a minimum of space in the smaller surgery. 
It produces highly detailed intra-oral ond 
jow radiographs quickly and easily. 


PHILIPS X-RAY 


PHILIPS ELECTRICAL INDUSTRIES 
BRISBANE @ ADELAIDE @ PERTH 


SYDNEY e MELBOURNE e 


OF AUSTRALIA PTY. LTD. 
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An absorbable haemostatic 


Gelatine Sponge A & H has a particular application in dental surgery 
for those cases of primary and secondary bleeding which are undesirable 
and which are often difficult to control by ligation. It minimises blood 
loss and, because it is completely absorbed, obviates the necessity for 
subsequent removal from the site of application. 


Gelatine Sponge A& H... ' 
(1) Does not inactivate, and can be used in conjunction with 
antibiotics such as penicillin or streptomycin. 
(2) Is readily absorbed by the normal action of Phagocytosis. 
(3) Is transparent to X-rays. 
(4) Is pliable and can be moulded easily to any shape or size. 
(5) Is stable to heat and has been sterilized by heat. 
(6) Possesses no antigenic properties. 
It is supplied sterile in three sizes. 
No. 1. Strips 2cm. x 6cm. x 0.7cm. in glass tubes each containing 
one piece; packages of six. 
No. 2. Strips 10cm. x 20cm. x 0.1cm. in glass tubes each contain- 
ing one piece; single tubes. 
No. 3. Thin wafers 2cm. x 2cm. x 0.lcm. in glass tubes each 
containing six pieces; packages of six. 


GELATINE SPONGE A & H 


Literature and fullest information will gladly be furnished on request. 


ALLEN & HANBURYS (AUSTRALASIA) LTD. 


REGISTERED OFFICE, N.S.W.: 418 ELIZABETH STREET, SYDNEY 
SURGICAL INSTRUMENT SHOWROOMS: 41 HUNTER STREET, SYDNEY 
NEWCASTLE: 65 HUNTER ST., WICKHAM, N.S.W 
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A First Class Investment 


Now is the time 
to join 
The Australian Dental 
Association 
New South Wales Branch 


advantages of membership include 


receipt. of “The Dental Journal of 
Australia,” an excellent Library, protection 
against unjust legal proceedings in regard to 
both professional practice and public risk 
insurance, monthly meetings, conventions, lec- 
tures and other features of interest to the 
Profession. Any dentist, who is not already 
a member, should help in safeguarding the 
future of the Profession by joining the Asso- 


ciation now. 


For full particulars, apply to the— 
SECRETARY OF THE BRANCH, B.M.A. HOUSE, 
135-7 MACQUARIE STREET, SYDNEY. ‘Phone: BU 3045 
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PORTEX 


“Co-pol” Denture Base 


Ethyl-methy! methacrylate Co-Polymer 


FRACTURE-RESISTANT 


having all the well-known attributes of acrylics 
PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 


55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 
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YOU 


can recommend 
with confidence 


for the gums 


Ausiralasiar A 


The Sheldon Drug Co. Pty. Ltd. Sydney 
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Registered Trade Mark 


Deep Anaesthesia, Long 
Lasting Anaesthesia Without 
added Vasoconstriction 


THE. CLASS 2 
CAVITY 


... another 
indication for 
deep, lasting 
anaesthesia 


The frequently encountered Class 2 Cavity is a typical 
example of the many routine operations in which N P¢ 


Local Anvesthetic confers an advantage 


Such procedures, though not complicated, often involve 
hypersensitive dentine. The added depth and prolonged 
duration of anesthesia provided by N PC Local Anesthetic 
without increase of vasoconstrictor content considerably 


simplify your conservative work. 


In many of your surgical interventions, too, the value 
of a prolonged period of profound anesthesia cannot be 
over-estimated, avoiding as it does the necessity for a 
supplemental injection which is often ineffective. Multiple 
extractions, impactions and alveolectomies are surgical 


cases in which you will find it a distinct advantage to use 


LOCAL ANAESTHETIC 


PROCAINE AMETHOCAINE NORDEFRIN 


MADE IN ENGLAND FOR COOK-WAITE LABORATORIES INC. 


Sole Wholesale Distributors : 


THE AMALGAMATED DENTAL CO.. LIMITED, (INCORPORATED LONDON, ENGLAND) 
124, Exhibition Street, MELBOURNE, and at 160, Castlereagh Street, SYDNEY 
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N.1.A. INVESTMENTS PTY. 


The Arcade, 
Crows Nest. Sydney. 


LTD. 


Tele.: XF 1392. 


SUGGEST- 


BAKER'S ARISTALOY 
BAKER’S BLUE INLAY WAX 

BAKER'S STERLING INVESTMENT 

BAKER'S STICKY WAX 

BAKER'S HYDROCOLLOID IMPRESSION TRAYS 
GETZ 400 IMPRESSION ALGINATE 

HANAU ARTICULATORS 


Ring your Dental Supply House 


You devote so much time and care 
to the making of a denture 


After all the trouble, time and care you 
expend on making a denture, make sure the 
patient gives it the correct care it deserves. 

Recommend the regular use of ‘Steradent’ 
which removes all stains, film, and food deposits 
and keeps the denture as clean and brilliant as 
when new, 


RECO. 


\ CLEANS ALL DENTURES SAFELY 
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ROUND-ENDED natural bristles 
make ‘Wisdom’ a 


real tooth-and-gum brush 


Smooth 


TISSUE-TONING 
Comfortable 


have been telling your patients 
for years and years that massage of 
the gums is just as important as cleaning 
the teeth. Yet it has always been hard 
to get patients to follow this advice when 
they found that toothbrushes with knife- 
sharp bristles gave them tender, bleeding 
gums. 
a Wisdom Wisdom has solved the problem by 
giving every bristle an individually 
rounded end. These Wisdom bristles are 
so smooth they give gums a stimulating 
massage without any discomfort. 
Another important point—the arrange- 
ment of the bristles on every Wisdom 
Cm : brush ensures the most thorough cleans- 
Ordinary knite-end ing of the teeth. Recommend Wisdom 
aeaeanes brushes to your patients. 


Wisdom TOOTHBRUSHES 
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DELIVERY TO ALL STATES 


(ESTAB. 30 YEARS) 


FREE 


“Por Ouality and Economy 


in all your Printing.” 


All kinds of Dental 
Stationery and Chart Cards. 

Let us know your requirements 
and samples with prices will be sent 


207 GEORGE STREET, SYDNEY 
FJ 1041 <2 LINEs) 


C H co A G For Positive Control of Haemor- 


and rhage and Relief of Post-Operative 


C0O-AG-SED Pain and Soreness. 


Use, and prescribe with confi- 


CLINICALLY-PROVED 
DENTAL HAEMOSTATICS dence, CO-AG and CO-AG-SED. 


MEDICUS 
PRODUCT No. 2 


CO-AG 
McK 1n 
FOR PREVEN 
TION AND 
TREATMENT OF 
DENTAL 
HAEMORRHAGE 


MEDICUS 
CO-AG and CO-AG-SED are indispensable to the piu om an 
busy practitioner. They are available from peri em 
Chemists and Dental Depots. DENTAL PAIN 
MEDICUS LABORATORIES HAEMORRHAGE 


73 YORK STREET, SYDNEY. Phone: BX 1991. 
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DURAN-CATALYST 


DURAN, added to any acrylic base or acrylic filling material, induces rapid self-poly- 
merising and hardening at normal body temperature. 


FOR THE FIRST TIME, a catalyst is presented to the profession which 
GUARANTEES NO CHANGE IN SHADE. 


DURAN, added to any STANDARD DENTURE BASE (e.g., Portex, Stellon, Prothoplast, 
etc.) induces rapid COLD-CURING. Therefore, a full denture can be COLD-CURED 
in a matter of minutes, thus eliminating any risk of warping or shrinkage. 


DURAN comes in solid form, being packed in smal! tubes. } in. to 4 in. mixed with 
acrylic powder is all that is necessary for full cases. 


18 of an inch would be sufficient for a small repair. 
DURAN can be used with any acrylic filling material. 


POLY-PLAST 


The COLOUR-CONSTANT cold and warm curing plastic for use in surgery and 

laboratory. 

A. COLD CURING, (1) Fitting of Crowns ; (2) Fillings, Inlays, etc. ; (3) Repairing 
Crown and Bridge Work, Setting of Facets, etc. ; (4) Regenerating articulation 
points on dentures ; (5S) Repairing plastic dentures. 


. WARM CURING, Preparation of ready-made individual resin jacket crowns and 
making Bridge and other Denture Work in the Laboratory. In 8 basic shades, assorted 
in boxes of 8, 3 or single colours. 


Further Details on Application. 
Manufacturer : PROTHOPLAST A.G. ROTHRIST, Switzerland 


ODUS ALLOY 


The classic composition of Dr. Black 
Silver, 27°,, Tin, 5°, Copper, Zinc 
Silver content corresponds to the Speci- 
fication of the American Bureau of 
Standards. 


The ‘67 ALLOY "’ is the only alloy with the open formula, that is, we indicate on the label exactly 
the composition of the alloy. The dentist knows, therefore, what he is getting. The formula of 
the ‘'67 ALLOY "’ is the composition of Dr. Black, the inventor of the amalgam technics, which has 
been approved for more than 50 years. 


Manufacturer : ODUS DENTAL A. G. DIETIKON, ZURICH, SWITZERLAND. 
Stock now available at : 


ASSOCIATED DENTAL PRODUCTS PTY. LTD. 
185 Elizabeth Street, Sydney MA 3278 
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Transparent 


ODUS ACRYL CROWN 


making individual jacket crowns 


for 


of synthetic resin 


in the mouth of the patient 


|. A broken upper central incisor has to be replaced by a jacket 
crown made of synthetic resin 


The broken tooth is prepared in exactly the same manner as 
would be necessary for making a porcelain jacket crown, 


The cervical side of the glass-clear transparent ODUS ACRYL 
CROWN is cut with scissors to fit to the root. It is preferable 
to choose a crown form slightly bigger than the final crown 
should be. When hardened the ready made crown can be easily 
cut to the desired size and shape 


The transparent ODUS ACRYL CROWN is now filled with self- 
curing plastic material in the desired shade on the incisal edge 
and sides, eg, POLY-PLAST with DURAN-CATALYST, a 


guaranteed non-discolouring material 


The rest of the crown is filled with material of body and neck 


colour 


The filled crown is carefully put on the prepared root and slightly 
pressed with the finger to the correct position, allowing the 


surplus plastic resin to overflow 


The crown remains in this position until the surplus has hardened. 
It is advisable to use a little heat to accelerate the hardening 
process (for instance a quartz lamp) 


When the filled crown has hardened the surplus is taken off and 
the crown is finished 


The transparent jacket filling and the root have then combined 
themselves ina perfectly homogeneous unit. 


The broken tooth is restored and the patient can be dismissed 
after one sitting, with a new permanent tooth of individual and 


natural appearance 


Crown is an invention of Mr. 


NOTICE The original Acry! 
Edeimann, Director of the Odus Dental Co. and we guarantee our 
product which bears the Name TRANSPARENT ODUS 
ACRYL CROWN. 


They are obtainable through : 


Associated Dental Products Pty. Ltd. 
185 Elizabeth Street, Sydney, N.S.W. 


or your normal supply house 


Manufacturer: OOUS DENTAL A.G. DIETIKON, 
Switzerland. 


For leaflets, mould cards, brochures of Dr. Simons, or more technical 
information ask your dealer or Australian Representative of Odus 
Dental Co Martin HALAS, Box 1996, G.P.O. Sydney, N.SW. 
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MEISINGER 


DENTAL BURS 
AND CUTTERS ARE 
BACK AGAIN 


PRODUCT OF OVER 60 YEARS’ MANUFACTURING 
EXPERIENCE, THESE INSTRUMENTS ARE WORLD FAMOUS 
FOR THEIR SUPERLATIVE QUALITY AND ABSOLUTE 

RELIABILITY. 


STOCKED IN N.S.W. BY : 


BRAYS DENTAL SUPPLIES, 
195 Liverpool Street, SYDNEY. 


HARCOURT NEIL PTY. LTD., 
154 Castlereagh Street, SYDNEY. 
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SPECIAL DISPLAY 
of metal-and-glass cabinets 


The Commonwealth Dental Supply Company Pty. Ltd. 


206 Castlereagh Street, 
SYDNEY. 


Box 1922, G.P.O. 


in “The Dental Journal of Australia” 


Printed and Published for the Proprietors, The Australian Dental Association, 
New South Wales Branch. B.M.A. House, 135-137 Macquarie Street, Sydney, 
by , Limited, 31-33 Parramatta Road Glebe Sydney, N.S.W. 
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This MOBILE cabinet has two opaque-glass docrs, easily cleaned 
ee monel metal top, two plate glass shelves. Height 35° x 23° x 15. 
} 
Yang 
if Inspection of our range of mobile cabinets, traymobiles, sterilizer 
i 
capinets 1S welcomed. 

M 4818. 


